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A PRELIMINARY NOTE ON WELTMANN TEST 
IN INDIANS AND ITS SIGNIFICANCE 


(With Particular Reference to Enteric and 
Typhus Fevers) 


N. TYAGI, Capt., 1.A.M.c., 


From a Station Laboratory in India Command 


INTRODUCTION 


Weltmann (1930) observed that if human serum 
was diluted 1 in 50 with distilled water and then 
boiled no coagulation occurred, but in presence of 
a minimum concentration of certain electrolytes, 
such as calcium chloride, clotting of the serum 
appeared. In normal human sera the zone of such 
coagulation extended upwards from the tube con- 
taining at least o°04 or 0'05% of the electrolyte. 
In sera showing increased heat coagulability the zone 
lengthened, viz., the minimum electrolyte concen- 
tration recuired to produce coagulation is less than 
004%, while opposite condition prevailed in those 
showing decreased heat coagulability. 


He found that sera from patients suffering from 
inflammatory exudative processes gave shorter zones, 
while lengthened ones were found in the case of 
those with fibrotic processes. In jaundice cases a 
lengthened zone was found by him in the sera of 
patients with obvious damage to liver cells. He fur- 
ther observed that generally syphilis tended to 
lengthen the zone ; and he held that a short zone in 
tuberculous patients and a long one in syphilis cases 
were signs of bad prognosis. 


This work was undertaken in 1938, with a view 
to determine normal coagulation zone among Indians 
and to decide its practical bearing as to the diagnosis 
and prognosis of cases. Owing to the unsettled 
conditions, due to the war, the work could not be 
continued vigorously, although circumstances enabled 
me to obtain some data while posted to a Field labo- 
ratory in the Middle East. 


EXPERIMENTAL 


The method used was similar to that followed 
by Weltmann except that certain intermediate dilu- 
tions were used to get clear cut zones, 


A series of standard dilutions of calcium chloride 
containing 0°01, 0°02, 0°03, 0°035, 0°04, 0°045, 0°05, 
0°055, 0°06, 0°07, 0°08, 0’09, and o'10% were prepared, 
The strengths italicised were in addition to those 
advised and used by Weltmann. Rows of 13 clean 
and well polished tubes were set. 4'9 c.c. of each 
standard solution was added to a separate tube, and 
oI c.c. of serum was then pipetted into each tube— 
thus making the serum dilution of 1 in 50 in all the 
tubes. The tubes were then well shaken and finally 
placed in boiling water bath for 15 minutes. At the 
end of this time the stand containing the tubes was 
removed, and readings were taken after the tubes 
had cooled to room temperature. The turbidity 
increased with the concentration of the electrolyte, 
the tubes with higher concentration showing definite 
clots of coagulated serum in a clear supernatant fluid. 
The tubes containing the lowest concentration of the 
electrolyte and showing visible macroscopic clotted 
particles were noted as being the lowest limit of the 
zone of coagulation—the highest limit, of course, 
being the tube containing 0°1% electrolyte. 


As said above the experimental work was divided 
into two groups, viz., (a) on normal persons, and 
(b) on patients. 

(a) For the preliminary study only a dozen 
volunteers were available. It may, however be 
noted here that in the absence of a known normal 
standard of coagulation zone among _ Indians, 
Weltmann’s test was slightly modified in that the 
three additional tubes, vide supra, were put in 
between the series of 0°03 and 0°06% tubes. The 
results were as follows: 


The coagulation zone did in no case extend be- 
yond the tube containing 004% .electrolyte. In 
8 cases it was up to 0°045% tube, in 1 case only it 
was up to 0'05% tube. ‘Thus an average was 0°45% 
tube with a mean variation of +0'05% 


Albumin ; globulin ratio was found to vary from 
08: 1'9 to 3°8: 2°1, by Robertsons’ Refractometric 
method. ‘The serum was kept at body temperature 
by means of an electric thermostat. 


The blood sedimentation index by Westergren’s 
method was found to vary between 8 and 15—average 
mean being rr mm. with a mean variant of o°8 mm. 
on either side. 

Wassermann reaction was negative in all the 
cases; and the men had no history of any acute 
illness within past 6-8 months.. Their sera showed 
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no significant agglutination against enteric or/and 
typhus group of fevers. Blood examination showed 
neither malarial parasites nor any abnormality sug- 
gesting anaemia or any blood disease. Formol-gel 
test was negative. 


Preservation of serum in ice box or at the room 
temperature (during early winter in U.P.) for three 
weeks made no difference in the coagulation zone 
obtained in the fresh sera. 


(b) The work on the sick patients ranged over 
a variety of diseas:s. In all 267 tests were done on 
II§5 patients: the diseases being syphilis 61, malaria 
7, enteric group 7, typhus 9, other fevers (sandfly, 
rheumatic, B. coli) 11, lymphadenitis 3, bronchitis 3, 
jaundice 6, tuberculosis of lungs 8. 


(i) In syphilis cases, it was noted that the co- 
agulation zone had no _ correlation with the 
Wassermann test, but it was observed that on the 
whole untreated cases showed somewhat yet distinctly 
extended zone as comp?red to those undergoing 
favourable treatment. Little importance can _ be 
attached to this test beyond the fact that perhaps 
‘shortening’ of the zone under treatment is a favour- 
able sign, as it was constantly noted that along with 
contraction of the zone, during the treatment period, 
the W. R. also became doubtful from positive or 
strong positive. In 7 cases, albumin: globulin ratio 
was also estimated, and it seemed to have a tendency 
to reversal in mutual relaticn, e.g., in 2 cases it 
was 2 2: 3°5. Haemolysis of sera seemed to lengthen 
the zone. Most of these sera were received from the 
Wassermann-doing-laboratories after left over there 
on finishing the necessary tests. 


(ii) In malaria, the coagulation zone was almost 
unaffected, as it was found to be practically the 
same during febrile period -as after two weeks and 
then after three weeks convalescence. 


(iti) In acute fevers, including proven enteric 
cases, as shown by Scherlis et al (1942) it was an 
obvious feature that the coagulation zone markedly 
‘shortened’, sometimes extending only up to 008% 
tube, during the febrile period ; and that as convales- 
cence set in, the zone gradually extended till it 
returned to normal in about 3-4 weeks after deferves- 
cence. This fact was very well demonstrated in a 
bacteriologically proved typhoid case, whose zone 
was as short as 0°08% tube ; but along with improve- 
ment in general condition the coagulation zone also 
rapidly extended to 0'06% tube within 10 days and 
to 0'04% in 19 days. 


(iv) The typhus cases, however, showed quite 
a different state of affairs. In these cases, the co- 
agulation zone showed no tendency to shortening ; 
but, on the contrary, kept within normal limits even 
during febrile period. However, in two cases marked 
shortening was noted, and both eventually died. 
Incidentally, these cases also gave agglutination to 
diagnostic high titre against the ‘O’ antigens of 
enteric group organisms. It is, therefore, doubtful 
whether the shortening observed in those cases, 
indicated ‘‘severity of the typhus infection” as in- 
ferred by Trautmann (1943) and the high titre agglu- 
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tination against the enteric group was merely an 
anamnestic reaction, or that the infection was of 
‘Enteric’ fever, giving rise to diagnostic titre against 
OX suspensions anamnestically. 


It will, however, be interesting to study this 
phenomenon in more cases. It is not uncommon to 
find often dificulty in differentiating enteric from 
the typhus group fevers, without repeated serological 
examinations, which need much time and expense. 
This test might prove helpful as noted in 9 cases, a 
number too sinall to form a definite opinion. At 
present, it can only be surmised that whereas in 
enteric group and other acute fevers, the coagula- 
tion zone is shortened during febrile period, in typhus 
fever it is not. Malaria cases show similar coagula- 
tion zone as typhus, but the clinical and micros- 
copical picture should distinguish between the two. 
The table below would bring out the difference in 
coagulation zones as noted in enteric and typhus 
group infections. The figures in brackets indicat 
the number of cases observed. 





Disease Ist week 2nd week 3rd weck 4th week Remarks 
Enteric 0:08% (4) 0-08 (3)* 0-07 (3) 0-06 (2) * 1 died. 
fever. 0:075% (2) 9-075(3) 0-06 (2) 0:05 (3) 
0-:06% (1) 0-055(1) 0-05 (1) 0:-045(1) 
Typhus 0-05 (6) 0-08 (2)¢ 0:05 (5) 0-045(2) + 2 died. 
fever. 0:045(3) 0-05 (7) 0-04 (2) 0-05 (1) and had 
0:04 (2) (TO. 250 
(AO. 50 & 
TO. 125) 
AO. 250) 


{2 not followed up. 





(vz) In non-suppurating adenitis, the zone was 
definitely extended, going up to 0'03 or even to 
002% tube. But it was later found that out of the 
three cases the W.R. was strong positive in one, 
doubtful in the other and negative in the third—thus 
it seems to be of no help in differentiating between 
the ‘specific’ and ‘non-specific’ adenitis. 


(vi) In cases of jaundice, the zone was shortened 
or within normal limits in cases of catarrhal or 
obstructive jaundice. The intensity of bile pigment 
in urine or/and blood seems to vary inversely with 
the shortening of zone, e.g., it was found that with 
the icterus index of 35 the zone was 0'045% tube 
upwards, and with the icterus index of 47 the zone 
extended slightly to 0°04% tube. On the contrarv 
one case of Weil’s disease, wherein the blood taken 
about half an hour before death showed L. icterohae- 
morrhagiae and an icterus index above 300, the zone 
was extended to 003% tube. On the whole, it 
seems to confirm the original statement of Weltmann 
that ‘the zone shortened when liver cells were not 
damaged and lengthened when the parenchyma was 
diseased or damaged.’ 


(vii) In cases of pulmonary tuberculosis, it was 
observed in cases who were going downhill, the 
coagulation zone was getting ‘shorter’ and vice versa. 
This shortening seemed to go in direct relation with 
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sedimentation rate, i.e., the higher the sedimentation 
index the greater the shortening in zone. But 2 
cases showed paradoxical results: in 1 the sedimenta- 
tion index was within normal limits (12 mm. 
Westergren) yet the coagulation zone had marked 
shortening to 0°07% tube, whereas in the other case, 
while the sedimentation index was as high as 105 mm, 
(Westeraren) the coagulation zone showed no shorten- 
ing—the patient died a few days later in this case. 


Thus it may roughly be taken to indicate a bad 
prognosis with shortening and favourable with 
lengthening cf the zone, yet no hard and fast rule 
can be laid in tubercular cases wherein sedimenta- 
tion index seems, to me, to be a more satisfactory 
and sensitive indicator in gauging the progress, al- 
though this test has also been advocated as ‘an index 
of prognosis in pulmonary tuberculosis’ by Megaw 


(1942). 


SUMMARY 


Weltmann test, with slight modification, was 
tried in various diseases at various stages. Results 
are recorded. 

Normal secruin, fresh and preserved, was tested 
to see if coagulation zone changed by storage of 
serum without a preservative. 


Coagulation zone amongst Indians was deter- 
mined, and normal limits ascertained. 


On the whole, findings of Weltmann in cases 
of syphilis, jaundice and tuberculosis were confirmed. 
The test seems to be of lesser specific significance 
in syphilis and tuberculosis than the W.R. and blood 
sedimentation index respectively. 

The test appears to be an asset in the jaundice 
cases, wherein the damage to liver tissue or other- 
wise may roughly be known. 

Test may prove of value in early differentiation 
between Enteric and Typhus group of fevers. Fur- 
ther work is essential to establish or negative the 
hopes raised by these few tests. 

Biochemical observations indicate that the co- 
agulation zone has a positive correlation with serum 
globulin ; viz., more the increase in serum globulin 
lesser the electrolyte required and hence the more 
extended is the coagulation zone. 
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SOME PHYSIOLOGICAL PROBLEMS IN 
TROPICAL LIFE 


M. N. RAO, M.B.B.S., M.P.H., Dr.P.H., 


(From the Section of Physiological Hygiene, All-India 
Institute of Hygiene and Public Health, Calcutta) 


INTRODUCTION 


The word tropics geographically represents a 
large unit of the earth from the Tropic of Cancer 
to the Tropic of Capricorn, but from the human 
environmental angle this vast area is seen to comprise 
different smaller climatological units. 


Bews (1935) summarized the various characteris- 
tics of these units. ‘‘The tropical rain forest region’’, 
characterized by high temperatures and an annual 
temperature variation of about 5°F., is situated in 
the imniediate vicinity of the equator. This mono- 
tonously uniform climatic region is overgrown chiefly 
by forests and is practically uninhabitable to animals. 
The neighbouring ‘‘tropical grassland’ region, 
though equally hot, has more annual variation in 
temperature and is more conducive to animal life 
but not as ideally suited for economic habitation by 
man as the ‘‘tropical monsoon’’ region. This tropi- 
cal monsoon region is characterized by wet summers 
and dry winters typifying the tropical moist heat. 
The tropical areas with hot dry summers are the 
Mediterranean climatic region and the deserts. 


Though probably the Mediterranean climate is 
more conducive relatively to healthful living than 
the others, economic reasons have outweighed and 
man has been attracted more to the tropical monsoon 
regions. Despite the uncomfortable moist heat, the 
very rich soils of this region coupled with the heavy 
monsoons attracted such large masses of agricultural 
population that nearly half the world’s population 
lives in this region, which comprises India, the East 
Indies, and southern China. 


In addition to the two factors that characterize 
the tropics, excessive heat and excessive humidity, 
a third important factor is the relative constancy of 
the climate and weather. Thongh the individual 
climates in the different regions differ from one an- 
other, this third factor seems to be common to all. 
“There are vast areas of swamp and forest, as in 
the basin of the Amazon ; monsoon districts where 
climate is controlled first by the wet then by the dry 
monsoon ; desert ureas extremely dry ; tropical islands 
where winds from the sea make life possible ; regions 
cf high altitude where the temperature may be 
entirely agreeable. All these situations differ but 
all have one factor in common—lack of change’’ 
(Drinker, 1937). 

This lack of change might be quantitatively 
represented 

I. over a number of years to denote the long 
evcle climatic changes, trequency of storminess, etc. 
after the method of Mills (1939); 

2. asa month to month variation over a number 
of years graphically represented as Taylor’s climo- 
grams after the method of Price (1939); 
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3. as average diurnal variations in different 
months. Figs. 1, 2 and 3 exemplify the relatively 
small diurnal variations during the long tropical 
summer months. 
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Without going into these detailed climatological 
classifications—namely, weather, to denote the short 
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cycle ; the seasons, the intermediate ; and climate, 
the long cycle changes—one may summarize that the 
physical conditions of interest to the tropical physio- 
logist are high temperature, high humidity, and rela- 
tive constancy of environment. 
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. Tropica, CLIMATE AND METABOLIC PROCESSES 


It is a common experience of the medical pro- 
fession that higher temperatures and humidity stimu- 
late the metabolic processes of the protoplasm. ‘The 
field malariologist undertakes antilarval measures 
more frequently in summer than in winter, because 
the life cycle of the mosquito is only about ten days 
in summer and as long as three weeks in winter. 
The bacteriologist, while sterilizing his broth cultuces, 
avoids any drying near the surface margins where 
the organisms may escape sterilization, because moist 
heat inside is more lethal to the protoplasmic tissue 
of the bacteria than dry heat at the dried margins. 


Human protoplasm also undergoes probably the 
same metabolic changes. But man, during his evo- 
lution through three million years of successful 
struggle against a hostile nature, has developed 
certain characteristics which give him the physio- 
logical supremacy over other living creatures. The 
chief one of these characteristics is his ability to 
maintain a constancy of his internal environment in 
diverse circumstances. When the hot tropical climate 
stimulates his metabolic processes, man counteracts 
by depressing his basal metabolic rate. If he is 
unable to adapt himself physiologically to the tropi- 
cal life, it is not uncommon to find a rise in his body 
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temperature. The better conducted experiments in 
this field, such as those of Mason (1934), bring factual 
evidence to show how these physiological reactions 
nake a difference between success and failure in a 
foreigner’s acclimatization td tropical life. 

Yet another climatological factor that affects 
more adversely the foreigner as well as the native 
is the lack of change in the climate. It is a common 
experience that tropical climate is depressing and less 
invigorating. It is rather difficult, however, to assess 
the exact climatological processes involved that are 
responsible for the invigorating seasonal changes, 
the lack of which results in the depressing mono- 
tonous tropical climate. Various workers have tried 
to correlate different climatological processes in the 
atmosphere with this stimulating effect, but could 
not get any correlation. Yaglou and Benjamin 
(1934), after a detailed study, observe that ‘‘the small 
ion content of the atmosphere is an important mete- 
reological factor which deserves wider recognition 
and more study than hereto afforded to it.’’ But, 
whatever the cause, the absence of these marked sea- 
sonal changes deprives the body of the physiological 
stimulation of resistance to extremes in climate. In 
addition, the body mechanisms, probably in trying 
to combat a hostile nature throughout the year with- 
out any sufficient opportunity to recuperate in the 
colder seasons, are unable to work at a _ higher 
efficiency when compared to life in temperate 
climates. It is a common experience of foreigners 
from the tropics to feel invigorated physically and 
mentally in a cold climate like that of Boston. 
Mills (1939) gives a quantitative expression to this 
climatic stimulation of a country by computing three 
factors, the mean annual temperature, the daily fluc- 
tuation and the index of variability, and gives a 
figure of 3°3 to Calcutta and 17°4 to Boston—figures 
in consonance with subjective observations. 


Some other medical climatologists, notably 
Huntington (1924), go a step further and attribute 
not only health and efficiency of different countries 
but also trends in growth of civilizations to climato- 
logical factors. ‘Tropical climates differ widely from 
Huntington’s ideal climate—an average temperature 
of about 64°F.; of about 80 per cent humidity and 
a relatively variable climate—and as such would be 
beyond the scope of ‘“‘civilization’’. However, modern 
physiologists and sociologists do not agree with 
Huntington. Drinker (1937) points out that “‘it is 
extravagant to refer such a fact to climatic change 
alone.’’ Sorokin (1928) strongly criticizes Hunting- 
ton’s generalizations and brings convincing evidence 
to show that in civilized societies the influence of 
other nonclimatic factors make the role of the climatic 
factors intangible. 


Tropica, LirkE AND OTHER PHysIoLocicar, CHANGES 


It has been indicated in the previous section 
that the reactions of the body to the tropical 
heat are “‘in most instances, expressions of the effort 
of the body to sustain the constancy of the internal 
environment’’. The maintenance of a constant body 
temperature—an important factor of the internal 
environment—depends on a judicious balance of heat 
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production and heat loss. The heat production is 
mainly related to the individual’s energy requirements 
and the compensatory depression in the basal meta- 
bolism contributes but little to a favorable heat 
balance. The main alteration, however, is in the 
mode of heat loss. The channels of heat loss nor- 
mally are by radiation, about 60 per cent ; by convec- 
tion, about 12 per cent ; by evaporation, about 25 per 
cent ; and very little by conduction. The main heat 
loss is seen therefore to be by radiation. But radia- 
tion depends entirely on a temperature gradient 
between the environment and the body temperature. 
And in the tropics, usually the environmental tempe- 
rature is higher, so that there is a ‘‘negative storage”’ 
of heat and the burden of the 60 per cent heat loss 
by radiation is borne by evaporation. In sweating, 
then, the body has a very good mechanism for heat 
loss by evaporation, as every cubic centimeter of 
sweat evaporated disposes of 584°4 calories of heat. 
The fundamental physiological change during tropi- 
cal life therefore is increased sweating. Directly 
related to this, also, is the concomitant increased 
blood volume. The chief constituent of the sweat 
other than water is sodium chloride. And the body 
saves the drain of sodium chloride along with the 
increased sweating by a compensatory lowering of 
gthe chloride concentration. 


The omission of further important effects like 
heat cramps and heat stroke is not to minimize the 
magnitude of the problem but due to a consideration 
of these as pathological effects as far as this short 
review is concerned. 


There are, however, other physiological effects 
of tropical life, less understood: to quote but one— 
the effect of solar radiations. The solar radiations 
contain, in addition to visible range, an appreciable 
amount of long and short ultraviolet rays. On account 
of the filtering capacity of the air, however, the 
limit of the solar radiations on the surface of the 
earth is about 2,900A°. Rosenau (1943) mentions 
that excessive sunlight produces physical lassitude 
and nervous irritability—the former apparently due 
to the long heat waves and the latter due to shorter 
radiations. More specific, however, are the changes 
in the skin and the eye. It is known, for example, 
that the ultraviolet radiations ranging from 2,537A° 
to 3,025A° with a maxima at 2,967A° elicit an anti- 
rachitic response in the stratum mucosum of the skin. 
They also penetrate the cornea and are absorbed by 
the lens protein. Laurens (1941) mentions that the 
permeability of the lens capsule is increased in para- 
thyroid deficiency. It is interesting to note in this 
connection that rice is the staple food in the tropics 
and Rao (1940) has shown that experimental rats, 
fed on typical ‘‘Madrasi Rice’’ diet show fibrosed 
parathyroids. How far the increased incidence of 
cataracts in the rice-eating Indians is attributable to 
the denaturization of lens protein by the ultra-violet 
radiations could only be decided by further research. 


Laurens also mentions that ‘‘there is evidence 
that ultra-violet irradiation may increase the forma- 
tion and excretion of androsterones’’, The role 
played by these radiations, if any, in human biolo- 
gical phenomena would be of immense physiological 
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and social interest. It is a common observation that 
the fertility rate is higher and that the onset of 
menstruation, contrary to scientific opinion, is earlier 
in the tropics. Lack of exact scientific explanation 
tends to stimulate imaginative correlation on such 
dificult but fascinating problems. 


CLOTHING IN TROPICS 


The thermodynamic principles outlined earlier 
have a direct bearing on the optimum clothing in 
the tropics. If a man is completely insulated so that 
he neither loses heat to, nor gains heat from, the 
exterior, the body temperature would rise by about 
2°C. per hour simply as a result of retention of the 
heat liberated from normal resting metabolism 
(Wright, 1940). Clothing also can be considered, 
for all practical purposes, a kind of insulation around 
the body. In cold climates, however, this insulation 
is beneficial in conserving the heat, but in tropical 
climates any clothing handicaps the heat loss. This 
is clearly shown in an experiment conducted by 
Vaglou and Rao (1943). The following table sum- 
marizes their observations: 


EXPERIMENTAL RESULTS IN THREE MEN DOING 

MOobDERATE WoRK (250 CALORIES PER HOUR) FOR 

Two Hours IN AN ENVIRONMENT OF 82° EFFEC- 
TIVE TEMPERATURE, DIFFERENTLY CLOTHEI®*, 


(AVERAGE FIGURES) 





Loose Tight 
fitting fittin 
Unclothed cotton pitt 
pajamas unions suit 
Sweat evaporated dur- 
ing second hour of 
work, gm./hr. a 259 270 274 
Sweat trapped in cloth- 
ing and skin, gm. in 
two hours sie 3 37 109 
Mean skin  tempera- 
ture, °F. .... oe 93-9 94-5 93:7 
Mean clothing tempe- 
rature, °F. ... oe —_ 93-0 93-1 
Rectal temperature, °F. 100-4 100-8 100-7 
Oral temperature, °F. 98-9 99-4 99-1 
Pulse rate, beats per 
minute bas 101 107 107 





“The three subjects preferred to work naked, 
becatise they felt cooler. They disliked working in 
the tight suit because of its warmth, dampness, sticki- 
ness and itchiness. Adherence to the skin was the 
greatest objection. The loose fitting suit did not get 
damp or sticky. and felt less warm than the tight 
sttit.’”’” Objective measurements alone indicate the 
same choice. Although the amount of sweat evapo- 
rated did not differ much, more sweat was wasted in 
wetting the tight than the loose fitting suit. Naked 
subjects secreted the least amount of sweat and evapo- 
rated almost all of it. Fig. 4 prepared from these 
figures bring out more clearly another important 
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aspect—that of the moisture trapped in clothing. 
The more the moisture, the greater the hindrance to 
evaporative heat loss direct from the skin and the 
more the discomfort. 


Hence it appears that a consideration of the 
hygroscopic properties of the different materials of 
clothing also is essential. Robinson and ‘Turrell 
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Fic. 4—MolIsture Loss From CLOTHED Bopy 
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(1943) in their physiological studies of clothing for 
men working in humid heat observe that thin highly 
porous fabrics offer distinct advantages for indoor 
use in hot climates. For brevity, their experimental 
results and phvsiological observations are diagramuna- 
tically summarized in Figs. 5 and 6. 
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In conclusion then, it may be mentioned that a 
desirable clothing in tropics would be a loose one, 
made up of a thin light fabric which can not only 
absorb moisture quickly but retain little and dry fast. 
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FIG. 6—PHYSIOLOGICAL REACTIONS AFTER CONSTANT 
EXERCISK IN 3 DIFFERENT SUITS (ROBINSON) 


Diet In TRorIcs 


There appears no reasons why the basic dietetic 
principles should not apply in tropics also. It is 
contended with some justification, however, that the 
calorie requirement of man is less in tropics due to 
his depressed metabolic rate. The requirements of 
the other dietary essentials seem to be the same as 
in temperate climates. With regard to protein in- 
take, Fitts and others (1943) observed on experi- 
mental basis that “‘though protein does have a high 
specific dynamic action, the theoretical objections 
heretofore raised against a high protein diet in hot 
environments are unjustified under the conditions of 
our observations. Protein intake may vary widely 
from 75 to 150 grams daily without effect upon 
physical performance of intermittent work in the 
keat.’”? On the other hand, it also appears that the 
body conserves the water soluble vitamins in the 
excessive water loss from the body during thermal 
sweating. Mickelson and Kays (1943) observe that 
under conditions of continued profuse sweating, losses 
of ascorbic acid, thiamine and riboflavin are negligible 
from the standpoint of vitamin nutrition. 


An entirely different but more important 
problem, however, is the preservation of protective 
foods in tropics. The endogenous enzymatic activity 
either of the vegetable or the animal foods is markedly 
accelerated by the external high temperature soon 
after removal for consumption and in a short time 
they are made unsuitable as foods. Hence the dis- 
tribution of protective foods like milk and eggs is 
limited mainly to the communities near the source 
of production and forms a serious handicap to the 
field nutrition worker. 


ComFort IN TROPICS 


Comfort is but a subjective phenomena of body 
reactions to external environment. In _ tropical 
Weather, in addition to the two important factors 
mentioned previously—i.c., high temperature aud 
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humidity—other secondary factors play an appre- 
ciable role in the feeling of comfort. For example, 
air movement helps by not only facilitating evapora- 
tive heat loss but by ‘‘a direct stimulation of the skin 
and the production of feelings of freshness’’. In an 
attempt to correlate these essential metereological 
conditions witli comfort in tropics, an experiment was 
conducted in Calcutta by Rao (1943) wherein 3927 
subjective ‘‘comfort votes’? of seven volunteers in 
native dress through one year were correlated with 
different readings of air temperature, relative humi- 
dity, cooling rate of Kata thermometer, etc., during 
the year. The results are summarized in the follow- 
ing table, which also includes similar observations 
by Paulo (1938) from tropical Brazil. 


INDEX OF CORRELATION BETWE"N THE COMFORT 
SENSATION AND THE ForLLtowinc at CALCUTTA 
(INDIA) AND Rio DE JANEIRO (BRazm.) 





Brazil 
India (during 
sunimer) 
Dry bulb temperature 0-84+0-02 0-80 + 0:03 
Effective temperature 0:83+0-12 0:70 + 0-04 
Dry red Kata rate of cooling 0-48 +0:02 0-75 +0-03 
Wet red Kata rate of cooling 0:44+0-02 0-61 +0-05 
Relative humidity ~ 0-34 +0-02 0:26 +0-07 
Air velocity 0:25 +0-02 0-12+0-08 
Evaporative cooling as mea- 
sured by Kata ... ‘ 0:10+0-N2 
Dry blue Kata rate 0:09 + 0-06 
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It is seen from the above that though the highest 
correlation of comfort is with the dry bulb tempera- 
ture, the other factors except the last one in either 
series are ‘‘significantly’’ correlated with comfort— 
the values being thrice their standard error. 


Various instruments have been devised to com- 
bine these various physical environmental effects in 
a single ‘‘comfort index meter’’. Leonard Hiill’s 
Kata thermometer indicates mainly the convective 
and evapcrative heat loss. Other instruments, which 
combine the radiation effects also, are Vernon’s globe 
thermometer, Yaglou’s heated globe thermometer, 
and the ‘‘eupatheoscope’’. Though scientifically 
accurate, each was found to have its own limitations, 
and none of them simple, practicable and dependable. 


Many indices also have been suggested to com- 
bine the dry bulb temperature with other atmos- 
pheric conditions into a ‘‘comfort index’. Tyler 
(1934) used in 1902 an index of “‘discomfort’’? com- 
bining absolute humidity and air temperature. 
Yaglou, during years of study, perfected the effective 
temperature scale, combining dry bulb and wet bulb 
temperatures and air velocity. Bedford (1936), how- 
ever, prefers to use an ‘‘ecuivalent temperature scale” 
to include also the radiant heat of the environment. 
However, the most practical one for field use in 
tropics and used by different scientific workers at 
present is the effective temperature index. 
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TROPICS AND INDUSTRIAL HEALTH 


The physiological burden the tropical weather 
places on the human organism is felt indirectly in the 
comfort and efficiency of the industrial worker. 
There are, however, very few scientific observations 
on health and efficiency of the industrial worker in 
the tropics to substantiate this statement. Some ex- 
cellent papers written on the subject of fatigue and 
other problems in hot industries suggest the essential 
physiological principles that can, however, be applied 
to the tropical industrial worker. 


Industrial fatigue has been studied by different 
people from different points of view. The indus- 
trialist is interested in industrial health only as a part 
of the machinery to reduce absenteeism and to in- 
crease production. The experimental sociologist 
brings evidence to show that industrial fatigue need 
not necessarily be associated with organic changes in 
the individual tissues of the body but usually is a 
psychological expression of defective social inter- 
action reflected in monotonous industrial work. But 
the physiologist, while studying the effects of ex- 
tremes in environment, has established certain funda- 
mental principles which have contributed much 
towards the health of the worker for all time to come. 
The widespread provision of large amounts of cold 
drinking water containing o'r % common salt in hot 
industries or during hot weather to make up the 
chloride drain is but one of the numerous examples 
that may be quoted in this short review. 


Caplan's study (1943) on underground conditions 
in mines has brought out another important aspect 
of industrial health in tropics—the role of high 
humidities when associated with high temperatures. 
Even at temperatures as high r10-120°F. at the 
Kolar gold fields in India, he adduced ‘‘positive 
evidence of the deleterious effects of high surface 
humidity and wet bulb temperatures on underground 
working conditions,’’ the dry bulb temperature being 
of “‘little significance’’. He pointed out in addition 
the fact that incidence of coilapse in these mines has 
been severely cut down when the humidity under 
such high temperatures was not allowed to rise 
beyond 93°F. wet bulb, preferably by the installation 
of suitable air conditioning plants inside the mines. 
It is interesting, therefore, that though increased 
humidity is of minor physiological importance—only 
to the extent of retarding evaporative heat loss—it 
may be the deciding factor between health and 
disease when the heat regulating mechanism is 
strained to its utmost as in this instance. 


Amongst the other effects of hot and humid 
environment in industries and tropics, the reaction 
of the respiratory system deserves more than a passing 
mention. In his extensive treatise on the subject, 
Yaglou (1937) mentions that in industrial processes 
involving warm and humid atmospheres ‘‘statistics 
in this country and Great Britain show a high in- 
cidence of upper respiratory infections and a com- 
paratively high mortality from influenza, bronchitis 
and tuberculosis”. It is also not uncommon to find 
specific instances of acute respiratory diseases due 
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to sudden fluctuations in high temperatures. Even 
chronic respiratory conditions might be attributable 
to continued work in hot and humid environments. 
Examples of increased incidence of atrophic rhinitis 
and allergic rhinitis to coal dust observed by Rao 
(1943) in industrial workers in tropical Calcutta may 
be cited as examples. 


The more recent advances in the field have been 
also towards effective pre-employment selection for 
work at high temperatures. Vaglou (1937) discusses 
the method of using ‘‘heat tolerance tests’’ to elimi- 
nate susceptibles. Johnson and Robinson (1943) have 
devised a “‘pre-selection test’? based on quantitative 
measurements of general physical fitness, height, 
weight and age, for work in hot climates. Bean and 
Eichna (1943) outlined the various processes of 
successful acclimatization: that performance in hot 
environments depends greatly on the state of acclima- 
tization ; that for successful acclimatization moderate 
physical work is necessary ; that for a high degree of 
acclimatization to be maintained for a long time, 
repeated progressively increasing exposures to heat 
are required at frequent intervals and that inadequate 
rest pauses bring down the efficiency markedly—‘‘all 
provisions of prime simplicity,’’ but physiological 
essentials for the manual worker in the tropics. 


In conclusion, one might express an opinion 
that industrial health in tropics, although related to 
physiological principles as outlined above, prescuts 
a problem by itself, yet to be started and solved not 
only by the physiologist but also by the economist 
and the politician. 


CONCLUSION 


The few problems of life in tropics outlined in 
the preceding chapters are but a minute fraction of 
what the modern science of physiology has yet to 
work upon and solve. The sparks of highlight shown 
only lead the way to a wider field still unexplored. 
“It is not enough to make determinations under 
immediate conditions of experiment in the labo- 
ratory.’’ Organized laboratory and field studies in 
the tropics, which would no doubt be of fascinating 
interest to the experimental physiologist at present, 
would certainly be of vital importance for all time to 
half the human population, forced by circumstances 
to live in a hostile tropical climate. 


SUMMARY 


The specific characteristics of tropical climate 
have been outlined as high temperature, high humi- 
dity and relatively constant environment. ‘Their in- 
dividual and combined physiological effects on life 
in general, and biological necessities like food, 
clothing, health and comfort in particular are briefly 
reviewed. The problems arising therefrom are dis- 
cussed. 
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DIAGNOSIS OF CHRONIC PROSTATITIS 


M. A. H. SIDDIQUI, M.B., B.s., 
Dow Medical College, Karachi. 


The prostate gland is usually infected in ure- 
theritis whether gonorrhoeal or nonspecific. The 
posterior urethritis is invariably associated with 
chronic prostatitis. Except with obstructive con- 
ditions such as strictures or marrowed meatus, 
probably all chronic discharges are secondary to the 
infection of the small mucous channels entering into 
the urethra. ‘This article is based on the study of 
too cases of chronic prostatitis during the year 
1944-45 in the genitourinary department of the Mayo 
Hospital, Lahore. The cases were fully investigated 
and diagnosis of the condition was established on 
finding more than 1o pus cells in the prostatic 
strippings. 


METHODS OF INVESTIGATION 


A complete history, present and past and the 
dates of exposure are noted down. Family history 
is also gone into. ‘The patient’s habits, mode of 
living, indulgence in alcohol are enquired about. 
Throughout the attendance of the patient to the 
hospital, attempts were made to gain his complete 
confidence and obtain a correct history. Chronic 
prostatitis may occur from a septic focus elsewhere, 
e.g., secondary to a crop of boils and these should 
be looked into. Again while the discharge in chronic 
prostatitis is usually limited to a drop of pus at the 
meatus in the morning, there may be exceptions to 
this. 


One should not, however, entirely rely on the 
history of the patient but should depend mainly 
upon all the available diagnostic measures. 


The diagnostic methods should be applied with 
the minimum of violence and the temptation to do 
too much at the first visit should be condemned. 
If the patient has been hurt on the very first visit, 
he will rarely come back again. The discharge of 
chronic prostatitis is frequently not discovered by 
the patient, unless some questionable sexual contact 
causes him to make a closer inspection of the parts. 
Fright or a guilty mind or both cause him to come 
to the conclusion that he has gonorrhoea and he 
usually goes to some quack or comes to the hospital. 
The prostatitis may be associated with other lesions 
such as seminal vesiculitis, infection in sinus pocu- 
laris, etc. In about half the cases there is no dis- 
charge or even gluing of the meatus in the morning 
and in a small percentage of cases the symptoms may 
not point to the prostate gland at all. 


DIAGNOSTIC METHODS 


I. Local examination.—This is done to find out 
any pathology present there, such as hypospadias, 
phimosis, etc. 

II. Rectal examination.—This is best performed 
in knee elbow position, as in. this position the 
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seminal vesicles are more easily palpated. Rectal 
examination is made just after voiding urine. It 
must be remembered that the shock of suddenly 
dilating the rectal sphincter is very great. In the 
majority of cases the finger easily reaches above the 
upper limit of the gland. Difficulty may be expe- 
rienced when the buttocks are heavy or perineum 
deep and when the patient is nervous and rigidly 
contracts his muscles. In such cases bimanual 
examination with the abdominal muscles relaxed is 
the best. The size and contour of the prostate and 
the presence of any adhesions are noted. The 
vesicles are palpated with the tip of finger rather 
than the ball. The notch between the vesicles is 
palpated for adhesions or induration and at the same 
time induration or tenderness at the base of the 
bladder is noted. ‘The finger should search for tough- 
ness or hardness of the giand, for nodules projecting 
or buried, for mobility of the mucous membrane 
and for obliteration of the para-membranous depres- 
sions. One must be able to distinguish the prostate 
which is the seat of chronic prostatitis from the 
malignant growth, adenoma, tuberculosis, prostatic 
calculi and vesical calculi, etc. 


Carcinoma is typically hard nodular and 
markedly fixed, with ill-defined boundaries. Firm 
areas here and there suggest adenoma. Extreme 
degrees of nodularity and indurations suggest tuber- 
culosis. Prostatic calculi when massed in a pocket 
of one or the other lateral lobe leads to definite 
crepitus. In vesical calculi, sounding of the bladder 
and x-ray may make the diagnosis clear. 


Following is an account of the condition of the 


prostate on rectal examination of the cases 
examined :— 
Normal and tender ... ip 
Firm and tender sie as a 
No change (Normal) ... 9 
Firm, slightly adherent and extreme- 
ly ‘tender 5 


Extremely tender and indurated | in 
some areas 

Smooth and tender 

Firm and adherent posteriorly 

Slightly smaller in size and tender 

Indurated near the upper and outer 
parts ; eee 

Tender and rough at the outer angles 

Slightly enlarged and tender 

Small firm and tender ... 

Slightly smaller, smooth and tender 


WQonun 


A HD DD 


Total ... 100 


III. Two glass urine test.—Having cleaned the 
external genitals the patient is instructed to pass 
4 to 6 ounces of urine into the conical glass No. 1. 
He subsequently voids the remainder of his urine 
into the glass No. 2. : 


Glass No. 2 thus contains the washings of the 
posterior urethra. Contents of both Faces are 


examined with. the nakéd .eye.. -. 
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Turbidity or pus indicates some infection. The 
test is fallacious. The amount of urine passed into 
the first glass may wash the whole urethra or may 
not even wash out the anterior urethra. 


Following are observations on two glass uring 
test :— 


Both glasses clear we ~~ 
Both glasses turbid 
(i) Albumin 
(ii) Phosphates 

2nd glass turbid 
(i) Albumin 
(ii) Phosphates 
Ist glass turbid 
(i) Albumin ee ac 
(ii) Phosphates tog age, 
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IV. Examination of the urethra by the passage 
of bougies and catheters.—It is an operation of the 
first magnitude as there is a danger of infection, 
When the prostate is already diseased, it forms 4 
ready soil for secondary infections. So the instry. 
ments must be well sterilized. 


The recognition of the narrow points in the 
urethra is very important. 15 per cent of my cases 
had strictures of the anterior urethra, 20 per cent 
had a pin hole meatus and 1o per cent had glandular 
hypospadias. 


V. Examination of the prostatic strippings— 
(A) Constituents of the normal prostatic strippings: 


The quantity obtained varies. It is opalescent, 
and the reaction is slightly alkaline or amphoteric, 


On examination without staining it shows :— 


1. A few columnar or transitional epithelial 
cells. 


2. Lecithin bodies—they are translucent and 
highly refractile bodies, varying in size. ‘They are 
somewhat smaller than the red blood cells. 


3. Compound granular cells, which are usually 
without nucleus and contain a mass of round re 
fractile granules or droplets. Sometimes the cyt 
plasam has entirely disappeared and one sees only 
a mas of granules. These cells are prostatic epithe 
lial cells which after desquamation normally undergo 
a fatty degeneration, similar to the process which 
occurs in the mammary gland during the formation 
of milk. The fat and myelin droplets coalesce a 
the cells grow older, so that they become quite large. 
They stain with Sudan III or Scharlash R, but dis 
appear entirely in preparations dried, fixed and 
stained. 


4. Corpora amylacea—they are few, small it 
size and are frequently seen. 


5. Spermatozoa—seen often as the prostatic 
secretion is usually mixed with some of the seminal 


vesicle contents. These ~spermatozoa may _ show 
motility. 
6. Leucocytes, less than ro per field. Normally 


polymorph nuclear cells appear after vigorous pros 
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tatic massage or great sexual excitement, sO that 
8to 10 pus cells per field in the routine examination 
may be considered normal. 


(B) Constituents of the 
obtained in chronic prostatitis. 


prostatic secretion 


The secretion is thick, yellow, alkaline and con- 
tains granules and flakes. The contents are as 
follows :— 


1. Pus cells—more than ro per field are diag- 
nostic of chronic prostatis. Leucocytes are increased 
in number and some of them are found in clumps. 
Numerous polymorph nuclear leucocytes are also 
found. 


2. Lecithin bodies—it is usual for the quantity 
, of lecithin bodies to be decreased in the presence of 
many pus cells and as improvement occurs the leuco- 
cytes decrease in number and the lecithin bodies 
increase (Goldberg). In a clinical review of 100 cases 
of chronic prostatitis in which fresh and peroxidase 
stained secretions were studied. Brunet, Shaw, 
Reinhardt., and Andayl (1942) have come to the 
conclusion that the peroxidise stain should be used 
for prostatic secretion because it readily differentiates 
granular cells and lymphocytes from polymorph 
nuclear leucocytes. 


3. Columnar epithelial cells clumped together 
and in excess. 


4. A few red blood cells, amyloid bodies and 
phosphatic crystals. 


On the addition of a drop of ammonium sulphate 
(t per cent) a large number of Bottcher crystals 
appear. 


It will not be out of place to give the details 
of the technique of the prostatic massage. 


Prostatic massage.—Any form of massage that 
brings direct pressure upon the posterior urethra 
at each stroke is faulty. As the vesical sphincter is 
weaker, the prostatic secretion on each stroke will 
be forced into the urinary bladder. At times the 
secretion may be forced into the ejaculatory ducts, 
seminal vesicles and epididymis. Prostatic stroking 
should be performed in such a manner, so that the 
expressed fluid is carried in its natural direction, 
rather than forced back into the associated mucous 
structures. Direct pressure along the urethral line 
is the most painful part of the prostatic manipula- 
tion and any form of massage that causes such pres- 
sure at each stroke is needlessly painful. ‘The 
direction of the openings of the-ducts of the seminal 
vesicles and the vas deferens suggests that cross 
massage is an error. Equally erroneous is that form 
of massage in which the finger is brought in curved 
direction, downwards and inwards to the urethral 
line. Massage carried out in such a manner as to 
force the fluid in the normal direction and to bring 
about a minimum of urethral stroking is both safe 
and comfortable. Gentleness is the secret of success. 
After the introduction of the finger, one first makes 
two or three strokes over the seminal vesicles, then 
two or three strokes on each lateral lobe of the pros- 
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tate gland, then one or two circular strokes and 
lastly one or two strokes in the line of the urethra. 
Apart from the proper direction in which one should 
carry the finger tip, there remains the important 
question of just how much pressure should be applied 
to the structure. In this, with certain reservations 
the patients’ discomfort is perhaps the best guide. 
Massage that occasions great pain is too strenuous. 
In judging the amount of pain, however, one must 
discount the apparent evidence of pain that is merely 
an expression of the patient’s apprehensions, for 
it is the custom of some to make a great cry from 
fear that they will be hurt: There is, however, a 
marked difference in the tolerence to the prostatic 
massage exhibited by different patients. Likewise, 
the amount of pressure causing great pain at the first 
massage will become less after several treatments 
and the gland becomes more and more tolerant. It 
is, therefore, wise to start with gentlest stroking 
and gradually increased pressure at later treatments 
as the gland becomes tolerant. The first gentle 
massage may express the fluid from the ducts which 
are unaffected and the stripping may appear normal 
under the microscope. The infected ducts may be 
temporarily occluded by pus and debris and two, 
three or even four examinations at three to five days 
intervals may be required to obtain the strippings 
from all the ducts. Thus one may be uncertain of 
the presence of pus obtained from a single examina- 
tion. The massage had to be repeated three or four 
times in 36 per cent of cases under review before 
pus could be seen. Although some urologists do not 
agree, e.g., Hinman Frank (1936), who states that 
the trauma of three repeated examinations of the 
prostate on alternate days will not in itself cause the 
appearance of pus in the secretion if the infection 
is absent at the start. Three repeated examinations 
may stir up a latent or a hidden focus which might 
otherwise be missed. 


VI. Prostatogram.--Trattner (1942) has recently 
devised a ‘‘partition catheter’? for the purpose of 
temporarily excluding the prostatic urethra from the 
distal urethra and the bladder. Between the two 
inflated bulbs are openings in the catheter through 
which may be injected a contrast medium to visua- 
lize the prostatic duct by x-ray or an antiseptic solu- 
tion may be forcibly injected through them into the 
deep recess in the prostate. He argues extreme care 
in use of this catheter since the solution may be 
forced into the blood stream or into the ejaculatory 
ducts to produce epididymitis. I have no personal 
experience of this method. 


COMMENTS 


Since 1857 much has been written on the subject 
of chronic prostatitis. ‘This is a disease of middle 
age in which the prostate seldom gets enlarged. It 
may be associated with persistent urethral discharge 
-—watery, turbid or purulent. The discharge was 
present in 40 per cent of the cases reviewed. There 
may be referred pain in the back, perineum, urethra, 
penis, rectum and various other regions of the body. 
There may be no symptoms pointing to the urogeni- 








tion spreading to the different regions of the body. 


This may lead to arthritis or bursitis among other 


conditions. 


Some patients also complain of sexual dysfunc- 
tion. : 


Analysis of referred pain in various regions of 
ihe body in the series of 100 cases reviewed i 


The region of the referred pain Number of cases 


tS) 
Oo 


Lower lumbar region ... 

Perineum 

Supra-pubic region 

Testicles ae 
Groins ee eee sa 
Thighs 

Hips 

Sacrum 

Kidney region 

Fain simulating renal colic 

Penis and urethra ane 

Knees 

Rectum 

Pain simulating sciatica 

Bladder neck 

Buttocks 

Legs 


H 
Ll 


HAHN NYDNNDH PAR AQOAN COC 





Total ... 100 





CONCLUSION 


When seeking for foci of infection the prostate 
and seminal vesicles should be examined as routinely 
as teeth, tonsils and sinuses. 
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A PRELIMINARY DISCOURSE ON THE 
HISTORY OF MEDICINE* 


G. D. APTE, M.B., B.s., 


Poona 


Etymologically history means knowledge, and 
by convention it means a systematic knowledge of 
past events. Guthrie has rightly said in the preface 
to his ‘History of Medicine’, that, history is a con. 
venient avenue of approach to any subject of study, 
Our subject medicine—is as old as Man on Earth; 
and it has also been intimately associated with the 


cultural development of different races in itt 


regions. Moreover, it is of daily practical utility 


NEGLECT AND CONTEMPT 


Such a subject should have really been very 
popular with its followers ; but it is just the other 
way. This is clearly evident from the following 
extracts which can be augmented manyfold. One 
should remember that they are taken from the 
Writings of reputed authors in the western countries, 


Dr. Wendell Holmes (1809-1894), in one of his 
adrresses urges his hearers not to look with contempt 
on their old medical works. Dr. Withington, a 
veritable lingvist and alive to-day wrote 50 years 
back, in the introduction to his History of Medicine, 
published in 1894, ‘‘The neglect of this study 
especially in England has often been noticed and 
seems to be due to two causes—first, that those who 
might write histories of medicine are more practi- 
cally employed and secondly and chiefly that, there 
is no demand for such work.’’ In 1g21, Elliot in 
the preface to his ‘Outlines of Greek and Roman 
“Medicine’ says, ‘‘Medical profession deserves censure 
for neglect of its own history, and pity it is, that, 
so many practitioners know nothing of the story of 
their°own art . . of late years, however, the 
history is coming into kingdom.’’ After another 
lapse of 25 years Guthrie writes in his preface in 
1945, ‘‘There is at present no systematic teaching 
of Medical History in any medical school in this’ 
country, nor, is there any British periodical devoted 
to this aspect of medicine . . .’’ Jacobi stated in 
the introduction to the first edition of Path Finders 
in Medicine (1912, p. 7), ‘‘In America the history 
of medicine is almost never taught and as long as 
our universities do not teach it, the pupils feel 
encouraged to neglect it. ‘‘As an instance of the 


——— 





neglect of medico-historical instruction in the 
U.S.A., Cordell (1843-1913), was asked by a well 
known Johns Hopkins Professor ‘Who is Aretaeus?’ 
The latter was a 2nd century Greek physician. 
Prof. H. Sigerist, Director of the Institute of His- 
tory of Medicine, Johns Hopkins University, who 
toured India as one of the foreign experts and 





* Read at the IXth Maharaslitra and Karnatak Medical 
Conference held at Belgaum, in May, 1947. 
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advisers on medical education writes in the Bulletin 
of History of Medicine, 2 Feb., 1945, ‘‘In a country 
such as India a centre of studies in the history of 
medicine is more necessary than anywhere else, 
because in India ancient and medieval medicine are 
still alive and are practised on large scale.’? At 
this juncture even if we make-a late beginning, we 
need not feel as being backward. 


GENESIS OF THE CONTEMPT 


It is also interesting to note and study the 
viewpoint of the general medical public towards this 
subject or in other words, medical history that was 
current in the past. Dr. Withington writes, ‘‘The 
power of originality of . . . Modern Medicine, the 
vigour and success with which it has offered the 
scientific methods of observation and experiment to 
the old reverence for system and authority tend to 
create a contempt for medical history.’’ Later 
historians have also emphasized the fact. Outside 
the sphere of medicine, history has been considered 
to be a very important and useful subject by leaders 
and politicians who are watchful about the rise and 
fall of nations and empires. We medicos should 
do the same for medicine. Mr. Winston Churchill 
while addressing the Royal College of Physicians in 
March, 1944, said, ‘‘The longer you can look back 
the further you can look forward’’. Every one can 
test the truth of this statement in his daily practice 
and realise the necessity of studying the history of 
medicine. 


LITERATURE 


History of medicine is a vast subject and it is 
engaging the attention of medical men gradually. 
So it is but natural that the literature about the 
same is comparatively poor. but, for the general 
practitioner, it is sufficient and not quite beyond his 
reach. For a serious student, however, as noted 
above, the demand being poor, most of it is out of 
print and can only be had in good libraries. 
Germans have been accredited with a good deal of 
pioneer and progressive work in this field. Most 
of us having to deal with English language I would 
limit myself to the same. Heerjee Eduljee (1880), 
Withington (1894), Garrison (1913), Mukerjee (1923), 
and Guthrie (1945), append fairly long lists of books 
that give us an idea about the scope of this work. 
There are works that deal with particular epochs, as 
Byzantine period (476-832 A.D.), Renaissance (14th 
and 15th century A.D.), ete. or subject either 
technical as pharmacology, surgery, anatomy etc., 
or popular as ‘medical knowledge of Shakespeare by 
Sir Bucknil (1860). Lt.-Col. Green-Armytage has 
written in 1930, June issue of Indian Medical Gazette 
a special article on ‘Gynecology and _ Tropical 
Diseases in Shakespeare’. We should feel particular 
pride for H. Eduljee, a graduate of the Grant 
Medical College, and very probably the first Indian 
to write a book on History of Medicine, a work 
which has been referred to by a British author, 
Withington in 1894. Garrison’s book (1913) is by 
far the best history in English ; but it is bulky, terse 
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and not easily available now. The Americans have 
been very liberal with the subject, in having both 
books and journals devoted to the subject. In pre- 
war times they have published (1934) in ‘Clio Medica 
Series’, named after Clio-—-the Goddess of History—, 
several booklets on various medical subjects either 
regional, epochal or technical. Dan Mackenzie’s 
‘Infancy of Medicine’ (1927) is unique in its charac- 
ter that it is literally packed with an account of 
niedical material, usages, conceptions, superstitions, 
charms, etc. amongst almost all known races in all 
regions up to the mediaeval period. From many 
points of view, Guthrie’s History of Medicine is a 
covetable work that every practitioner should 
possess. It is up-to-date, handy, full of information 
and is written in a comprehensive manner. ‘Those 
that want a more concise, coat-pocket size book, 
dealing with the subject in a fascinating style should 
have Harry Robert’s ‘Medical Modes and Manners’, 
published in 1937. Another illustrated and inter- 
esting book which has gone through several editions 
during the last 15 years is again recently available 
in a handy but an abridged form. It is ‘Devils, 
Drugs and Doctors’. It is the cheapest comprehen- 
sive history of Medicine on the market. The last 
four books can be read and reread with great delight, 
any time and from any page to any page. 


















































MATERIAL 


One may have a curiosity to know as to what 
material is used to write such histories. Articles of 
every description made of wood, stone or bone and 
unearthed from the beds of rivers or the tops of 
mountains, fossils, amulets, paintings, carving, 
mythology, folk-tales, coins, novels, poetry, in fact 
anything that can be found to be of help in con- 
structing the ridddle of growing culture of Man, has 
been utilized. Burroughs Welcome & Co., the 
famous pharmacists, have built up a big museum of 
this sort in London. Most of us cannot afford to 
see it but one may be fortunate in obtaining an 
illustrated catalogue of the same or he can collect 
at least the interesting illustrations that accompany 
their advertisements in medical journals. This 
would form a good illustrated companion volume tc 
Dan Mackenzie’s book already referred to. In Indiz 
no such museum exists but those that may have ar 
interest in such articles can find some fragmentary 
material in the Deccan College Institute, collectec 
by Dr. Sanklia during his archaeological work. 
hope we make a beginning, however meagre it be 


NATURE OF HISTORY 


Medicine being both a science and an art, th 
material being very odd and the period having to t 
counted in scores of centuries, no one author ca 
aspire to encompass the whole in one work or de: 
with it from all aspects of view. Whatever tl 
period or the point of view, the author might choos: 
as to what a history ought to be, Guthrie apt! 
writes, ‘‘A history of medicine should not simp 
be a chaplet of biographers, not yet a maze of dat 
and events but rather a consecutive narrative sho\ 
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ing the progress of the healing art from the earliest 
times to the present day work of the healing 
scientists, practitioners, the practical sects of medi- 
cine throughout the ages, the geographical march 
of medical history, each detail as it falls into place, 
and revealing the steady and natural sequence’’. 
This could be said as putting the subject into its 
proper perspective. A diagrammatic representation, 
however, ingenious, can never be a substitute for 
an actual model depicting the three dimensions. A 
skiagram however faithfully it records the detail 
in terms of shadow and light of different tones, has 
to be interpreted. The same is true of medical 
history. Moreover as a skiagram requires a correct 
exposure, so the history requires a correct exposi- 
tion which is an entirely individual achievement. 


Parity OF DETAIL 


In addition to the above, parity of detail plays 
an important part in any history. A geographer 
looking out at a structure on the outskirts of the 
distant horizon should not belittle it because it looks 
tiny or dim. He should have the aid of a good 
telescope. So the medical histotian who looks at 
an age several centuries B.C. has to sharpen and 
utilize his keen insight. H. Eduljee rightly deplores 
the fact that a historian of Dr. Russel’s fame has 
given very scanty place to the medicine amongst 
Greeks, Romans and Arabians and given no place to 
the labours of Ancient Egyptians, Hindus, Persians, 
etc. Withington has dore some justice to the Hindu 
medicine. Garrison has followed suit but Guthrie 
has dismissed the same in a page or two, ending it 
with the hackneyed praise that Hindus were the 
pioneers in plastic surgery which, in reality is not 
the acme of achievement in Aryan Medicine. May 
be, that these authors had not much material to dilate 
on these, but that gives an entirely wrong and 
wretched idea to the commonplace reader. The 
Islamic, the Greeko-Roman and the modern medi- 
cine go to make up three consecutive generations of 
Medicine and probably due to more available material 
Brock, Brown, Elliot, Jones and others have done 
a great deal to elucidate the Greeko-Roman and 
casually Islamic medicine because the interchange 
between these is an accepted well-known fact. 
Recently, Royle (1837), Wise (1845), Hoernle (1907) 
and few others have done laborious work to put the 
Aryan medicine in greater relief. Amongst the 
Indians H. H. the Thakore Saheb of Gondal (1896) 
who is a medical man himself, and Mukerji (1923) 
need a worthy mention. Very few have done much 
for the Chinese medicine which once flourished 
largely in the far east. The disparity is more evident 
when we see that the recent historians have allotted 
over half the bulk of their books to the history of 
the near past—last couple of centuries. 


HANDICAPS OF HISTORIANS 


This is probably inevitable for three reasons. 
First, the material about the remote period is sup- 
posed to go back to about 15,000 B.C. and is shrouded 
in mystery about the cultural development of Man. 
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Vea ieee 
It is all a guess-work. The material about the 
medieval period, which extends to about at most 
the end of 15th century A.D. is ample and has been 
worked out by the above mentioned writers. 
Secondly the progressive materialistic environment 
of the modern historians has often left them in great 
perplexity to elucidate the metaphysical explanations 
advanced by the ancients in the non-mechanistic age, 
as to the various physiological and pathological pro- 
cesses in the living body. Finding the Islamic and 
Greeko-Roman theory of humours as quite incon- 
sistent and untenable with the growth of modern 
medicine they discarded it forthwith. If they had 
been patient as some others have been, they would 
have found out a way for compromise. It is not 
all a superstitious or fabulous myth as they have 
stamped it. This statement can only be dealt with 
at length separately. Dr. Gruner has published in 
1930, a bulky volume, only on the first book of 
Cannon of medicine or the reputed Arabic work 
originally known as Quanun of Avicenna (Abusina, 
880-1937 A.D.). He has shown by numerous refer- 
ences that its subject matter Tib or popularly and 
wrongly known as Unani medicine is a complete 
system though with many shortcomings which are 
consequent on age. Two words rooted in our verna- 
culars, viz., Tabiyat and Tabib meaning respectively, 
health and physician are derived from the Arabo- 
Persian word Tib meaning medicine. Ionia was the 
old name for Greece from which the words Unan 
and Yawan are derived. C. Elgood in 1934 in his 
booklet on Persian medicine, which is closely allied 
to Arabic one, puts the same in a compact form. 
He says, ‘‘Medicine was in theory a perfect science 
and an exact science as it is to-day. Medicine was 
in practice a more guesswork and empiricism.’’ I 
would add that the degenerate practice of any science 
is due to the faults of its followers. Royle (1837), 
Wise (1865), Hoernle (i907), and others having 
worked a good deal, could find no way to expound 
the Htimoral theory of the Aryan Medicine for 
which the above remark of Elgood could be shown 
to hold good. The Islamic and Aryan medicine are 
both systems and not pathies and for the same 
reason they have continued to hold the practical 
ground even in this epoch. Without mutilating 
their core they badly need some modifications. 


The third handicap of the present historians is 
their trust in gross routinism with the help of mecha- 
nistic aids for diagnosis and treatment. ‘These are 
usually beyond the reach of a general practitioner 
who forms the main bulk of the profession. More- 
over, the results obtained by these methods however 
precise they be, have often to be evaluated by the 
sixth sense of Mind which being a biological entity, 
varies with the cultural capacity of the individual. 
H. Eduljee quotes in the concluding chapter of his 
book an extract from Lancet, 17th August, 1878, 
about the case of one Joens, a medical man, who 
suffered from. Hay fever and had a conflict of scien- 
tific opinions amongst his 15 physicians. Sixty-five 
years later one may refer again to the recent October 
and November issues of Lancet (1946), and find 
complete disagreement amongst competent surgeons 
as to the aetiology and treatment of an apparently 
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trivial wound—the pilonidal sinus. The gist is that 
the theories of olden or new times and equally the 
instrumental aids, must be utilized with discretion. 


The fourth handicap of the historian is his 
national or academic sentiment. A clear chrono- 
logical evidence is available to show the efforts of 
Islamic and Greeko-Roman medicine on each other. 
While talking about the Aryan medicine which is at 
least as old as the Vedas, fantastic claims have been 
forwarded from one extreme of its thorough origi- 
nality to the other of complete borrowal from other 
systems. Many other defects can be passed over as 
being trivial. 


HANDICAPS OF READERS 


The readers, though medical men have their 
failings as well. Most of them, not possibly know- 
ing ancient or foreign languages have to rely on the 
English translations, they can procure. Three 
instances may be cited to support this statement. 
In 1923, Jones, an accepted Greek scholar, while 
translating the Hippocrates’s writings in the famous 
‘Loeb classical series’, having cited the vagaries of 
few translators ends his preface by the remarkable 
sentence “In my work I have been constantly 
impressed and depressed by the truth of the proverb 
that ‘translators are trditors’’’. Brown, an Arabo- 
Persian scholar writes in his ‘Arabian medicine’ 
(1921), “I have been greatly hampered in my read- 
ing of Arabian medical books by the difficulty of 
determining the exact scientific significance of many 
words . ... nor much help is to be received from 
medieval translations.’’ ‘Though I do not claim to 
be a Sanskrit scholar, I had an occasion to clearly 
prove by internal evidence that Charak, while writing 
about the armamentarium of the Labour room has 
used the words 37 & Al for two pot-herbs reputed 
for their haemostatic properties. But the commen- 
tators and translators opine that these words mean 
respectively a bull and an ass. You can imagine 
the discriminative ability of the Vaidyas and some 
doctors when they continue to claim without putting 
to practical test, that the translators are right. 


The second failing of the general practitioner 
is his indifference to abstract knowledge. He is only 
eager to see if he can turn the casual reading to 
some momentary gain. If one is rather patient the 
seemingly abstract knowledge can be applied to 
some practical utility. In these days every one 
knows the utility of applied sciences as Chemistry, 
Physics, Mathematics, etc. This is manyfold true 
of medicine and for this application, one has to strive 
at the correct interpretation of the old metaphysical 
conceptions. 

The third failing is the gross routinist tendency. 
All attempts to mathematize medicine have failed 
in all ages and in all countries. When we dub the 
primitive as ignorant and the medieval as the dog- 
matic we have to be careful about our rationalism. 
While talking about the ancients we often use the 
word ‘empiricism’ with some derision, as against our 
rational ‘experiment’. Etymologically both the 
words mean only experience. Wiiful repeatable 
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experience is experiment. Scores of old ‘empirical’ 
problems and practices have been picked up by 
modern laboratory workers and have been proved to 
be pregnant with scientific wisdom. ‘Two instances 
from Indian medicine are worh a mention. The 
Indian Medical Gazette which closely adheres to 
modern rationalism has published in 1945 two con- 
tributions and both by Indians as well,—one (Panja 
and Ghosh) which proves that babies anointed with 
turmeric and oil remain free from mosquito-bites 
and thus eventually from Malaria. I hope this has 
been noted by our maternity homes. The other 
(Philip, Ramkrishnah Venkat Rao) shows the utility 
of substituting milk by milk curds (Dahi) in high 
fevers and gastro-intestinal toxaemias. The Dahi 
has been shown to kill in short time or at least in- 
hibit the activity of virulent organisms as those of 
typhoid, dysentery, cholera. ‘This is of great asset 
to the general practitioner and the patient as well. 
It is evident that this claim should not be stressed 
too far. 


Nrw SvusBjeEcts 


It is worthwhile to consider casually about two 
branches in medicine, which though of great anti- 
quity and every day utility have been supposed to 
have sprung up recently and will demand a good 
space in the history of to-morrow. Literature 
on these two subjects is being very popular with the 
lay public but is equally misunderstood ; and the 
medical men seem to be equally indifferent about 
them. The first subject is Sexology. The old lite- 
rature though very concise is ample and can be 
dilated in the new light. Those who can obtain the 
voluminous work of Havelock Ellis should read it 
carefully. Others can obtain R. Mehta’s two book- 
lets published recently. One would wonder how 
many diseased individuals have the beginnings of 
their troubles in the disturbances of their sex-life 
and who are being drugged for the outward mani- 
festations only. 


The other subject is Psychiatry. A leading 
psychopath has rightly said that this is a very old art 
and just a baby science at present. A general prac- 
titioner often keeps away from the subject as being 
something beyond his reach. As a matter of fact 
the number of cases that a general practitioner has 
or ought to tackle from the psychic point of view, 
is very large. Hashinger in ro41, in his book on 
‘Methods of Treatment’ has stressed the point at 
length. He urges the general practitioner to take 
up to ‘minor psychiatry’ as he does the ‘minor 
surgery’. Some time back while dealing with Aryan 
medicine I have written that with the advent of 
psychopathy the modern medical man would have to 
deal with metaphysical explanations of the ancients. 
W. Brown, a leading modern psychopath and an 
author of several books on the subject, has for one 
of his books the title ‘Mind, Medicine and Meta- 
physics’. He writes in his ‘Psychology and Psycho- 
pathy’ (1945), on page 202, ‘“‘Every Psychopath must 
eventually become a philosopher. ... In practice 
he is bound to come right into metaphysics. . . .” 
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Those that think the olden philosophy as unscientific 
may read with interest the first and the last chapters 
of a small book ‘Yoga and Western Psychology—a 
comparison’, published in 1934 by G. Coster. The 
author writes at the end ‘‘furthermore I am con- 
vinced that the Yoga Sutras of Patanjali (2nd century 
B.C.) do really contain the information that some 
of the most advanced psychotherapists of the present 
day are ardently seeking’’. I have given these few 
extracts only to make the Indian medical man 
realise that in studying the old literature he would 
only be able to keep abreast easily with the up-to- 
date science. 


PATHISM 


Reviewing the medical literature, old and new, 
and oriental or occidental, one is struck with the 
persistence of pathism. From what I have read I 
do not see anybody dealing with this. It is a subject 
that requires a separate treatinent ; but it can be 
safely said that a system of Medicine can and does 
encompass several pathies, because the latter are 
really complementary to each other. To advocate 
the wholesale use of any one pathy is a dogma, 
comparable only with the bigotry in Religion. To 
achieve cure, the noble aim of any medical system, 
this has to disappear ; and it can only happen by 
the unbiased and amicable efforts of medical man 
to keep away from sectarianism. A casual peep into 
the literature on mythology, philosophy, archaeology, 
folk-tales, rituals, etc., will help us largely to formu- 
late our opinions on the moulding of medicine from 
old ages to the present day. For fear of diving into 
detail or digression, I have purposely refrained from 
alluding to this part of the literature. A discri- 
minate study of History of Medicine, will make our 
minds broad and tolerant, give an impetus to our 
intellect to pick up our quota for the progress of 
the Science and Art, lighten our hearts in leisure 
and supply us with useful tips in our business. 


PRACTICE OF MODERN MEDICINE IN THE 
PROVINCE OF MADRAS 


G. V. HANUMANTHA RAO, L.0., L.m.p (Bom.), 
L.c.P.s. (Bom.), 


Guntur 


‘In India one can practise medicine without any 
restriction of age or qualification’. Law permits it. 
The same is the case in this Province also, though 
one cannot assume any medical title as one pleases. 
According to Madras Medical Registration Act of 
1914 a person assuming title false'y can be prosecuted 
by the Government. At the instance of Madras 
Medical Council the Government have sanctioned 
some such prosecutions. The Homeo qualifications 
as H.M.D. and so on are all illegal for one to affix 
them to one’s name and the medical practitioners 


RAO 





Vol. XVI, No. fl 
AUGUST, 1947 


are liable for prosecution by the Government. No 
qualification other than the one granted by the 
Government medical institution or a University is 
legal and valid. The Homeo medical institutions 
as are advertised in the press to issue certificates of 
qualification through postal study are apparently 
permitted to do so by the Central Government of 
India under Indian Medical Degrees Act of 1916. 
This Act does not include in its purview, Homeo- 
pathy, Ayurveda and Unani. The Act does apply 
entirely to the practice of scientific medicine only. 
Our Provincial Government according to its Medical 
Registration Act of 1914 cannot grant such a 
permission. It is not obligatory on the part of the 
Provincial Government even to accord recognition 
to such of the Homeo, and any indigenous medicine 
institutions as are accorded permission by the Central 
Government. To put it in a nut shell the Provincial 
Government does not recognise the medical institu- 
tions other than those sponsored by itself or the 
Universities. Therefore, it only recognises the medi- 
cal practitioners as registered with the Madras Medical 
Council to be eligible and competent to issue medical 
certificates to members of Public as required under 
law. The Madras Medical Council in its turn can 
register the qualifications in scientific medicine 
granted by the government and the Universities 
of the province or other, Provinces in India. 
This has been the definite policy laid down by the 
Government. Yet in 1924 the Government has started 
a school of Indian Medicine to grant diplomas with 
the title of L.I.M. This institution has been exist- 
ing independent of any University or the Surgeon 
General, who is the head of the Provincial Medical 
department. In 1933 the government have consti- 
tuted a Board of Indian Medicine and opened a 
register with two sections A and B. Under A all 
L.I.M.’s the products of the school and under B all 
village un-schooled hereditary Vaidyas and others in 
the Province to the extent of many thousands have 
been registered. Soon after, these people have begun 
to style themselves as registered medical practitioners 
to the utter confusion of the duly qualified profession 
and the public. The Governinent have come to their 
wit’s end not knowing what to be done to safeguard 
the interests of the medical personnel registered with 
the Madras Medical Council. There has been much 
agitation in the press from all sides. Some time 
about 1939 or 1940, Government have issued orders 
that those registered with the Board of Indian 
Medicine should style themselves as practitioners of 
Indian medicine and certificates granted by them 
to members of the public are not valid under law, 
and further have directed that a registered medical 
practitioner issuing a certificate should give therein 
his medical registration number as registered with 
the Madras Medical Council for reference and 
verification. 


It all shows that the B class practitioners can 
practise only the system of Indian medicine in which 
they claim a hereditary proficiency and as such 
they cannot--dabble in surgery or midwifery and 
gynecology, etc. The L.I.M. as to his diploma can 
practise not only indigenous medicine, but also scien- 
tific medicine. He is said and declared by the Board 
























JOURNAL PRACTICE OF MODERN MEDICINE « VRUSUSt tout 


of Indian Medicine to have acquired a working 
knowledge in modern medicine in the course of his 
four years’ training. Both L.1.M.’s and unschooled 
Vaidyas are being employed in the service of the 
lecal bodies, but they have no place so far in the 
government medical service which is purely based 
on the practice of scientific medicine under the admi- 
nistrative control of the Surgeon General with the 
Government of Madras. The practitioners of Indian 
medicine employed in the local bodies are under the 
administrative control of the Principal of school of 
Indian medicine besides the heads of the local bodies. 
Therefore in this Province we see that two medical 
departments are existing independently of each 
other. It has been found by impartial and compe- 
tent medical authorities that the alumni of the gov- 
ernment school of Indian medicine after a study of 
four years do possess only a smattering knowledge 
in medicine and such inadequate and imperfect 
knowledge is injurious to public health. Consequently 
it has been decided that a period of five years is 
insufficient to study both the indigenous and the 
scientific systems of medicine to get one qualified 
to practise medicine safely. Under the circumstances, 
the school of Indian medicine has been lately abo- 
lished and in its place a College of Indian medicine 
is established. It has also been announced by the 
Government that a research institute of Indian 
medicine would be attached to the said College of 
Indian medicine. 


It remains to be seen how the traditional fuel 
and fire used in the preparation of Ayurvedic medi- 
cines can be replaced by methods using electricity, 
yet maintaining the essential qualities and potencies 
of the medicines, 
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I believe that you are all aware that Govern- 
ment is trying to alter the pggvisions of the Madras 
Medical Registration Act, so as to include the prac- 
titioners of Indian medicine in its fold. This move 
on the part of the Government is the outcome of the 
agitation that has been made by the alumni of the 
school of Indian medicine. By which step the L.I.M. 
feels that his status is raised and he will become 
eligible for service in the Government as well. While 
it is so the ‘B’ class Vaidyas are moving heaven and 
earth to get the difference between ‘A’ and ‘B’ 
classes abolished and thus to get themselves elevated 
in status equal to L.I.M.s. 


Now, time has arrived that our medical associa- 
tions in the province should seriously consider the 
vital question whether it is healthy for us to alter 
the Madras Medical Registration Act enabling the 
L.I.M.s to get in or should we resolve that the 
alumni of the school of Indian medicine, Madras, not 
having a full course of training in modern medicine 
and therefore without a basic qualification as per 
the Madras Medical Registration Act of 1914 and 
also as required in all progressive lands for the prac- 
tice of medicine, cannot find a place in the register 
of the Madras Medical Council ? 









I leave the question to you to decide in one way 
or the other. I hope you will much appreciate if 
I give you a brief account of studies at the school 
of Indian medicine, Madras. In it there are three 
sections, viz., Ayurveda, Siddha and Unani. It 
means that virtually there are three schools working 
in that institution each separate from the other. The 
protagenists of Indian medicine have so far failed to 
bring about fusion and synthesis of the three sytems 
into one unified science of Indian medicine. In fact 
each system claims superiority over the other. When 
it is so it passes one’s comprehension how their 
fusion with modern medicine can be effected and the 
students reading for a basic qualification L.I.M. 
be made to understand a comparative study of them 
all? As a matter of fact any comparative study and 
particularly that of Western and indigenous medicine 
can be usefully made in the post-graduate course 
only. It is with this in view that we have been 
agitating to get attached a post-graduate chair in 
indigenous medicine to each existing medical college, 
and also that Government should pass penal laws 
prohibiting persons who have no basic qualification 
in modern medicine from practising any system of 
medicine as is the case in progressive countries. 
It is not healthy that we should abjectly link up 
indigenous medicine with our national cause and 
thereby feel a sense of false prestige. In a vital 
matter like that of medicine we should adopt rational 
m:ethods by advocating the cause of modern medicine 
only. Nowadays we see that Vaidyas do carry 
stethoscopes with them, besides injection apparatus 
dabbling entirely in English (foreign) medicines with 
which are treated probably ninety per cent of rural 
pepulation. To our utter amazement we often find 
them displaying these things in their person and 
all the time criticising the Western medicine. 
Just please imagine how these medical men are 
deceiving the world. All that I have said is only 
from my first hand knowledge of the state of affairs 
at the institution and outside it, since I have had a 
two year post-graduate course in Indian medicine in 
the same government school. Let us for a moment 
hear what has been said by Mahatma Gandhi regard- 
ing Vaidyas whom he styles as quacks in his ‘‘Why 
Doctors’’ published in ‘‘Young India”, June rr, 
1925: 

“The Vaidyas do not possess the knowledge of 
human body as doctors do. My quarrel with the 
professors of Ayurvedic system is that many of them, 
if not a vast majority of them are mere quacks pre- 
tending. to know much more than they actually do 
atrogating to themselves an infallibility and ability 
to cure all diseases. These gentlemen have no 
humility in them. They will not study the Ayurvedic 
system and wrest from it the secrets which appear 
at present to be completely hidden from the world. 
They impute to Ayurveda an omnipotence which 
it does not possess, and in so doing they have made 
it a stagnant system instead of a gloriously progres- 
sive science. I know of not one single discovery 
or invention of any importance on the part of 
Ayurvedic physicians as against a brilliant array of 
discoveries and inventions which western physicians 
and sutgeons boast of. In fact Ayurvedic physicians’ 
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diagnosis as a rule consists in feeling the pulse which 
as I have known many to claim, enables them to know 
even whether the patient is suffering from appen- 
dicitis. Whether the science of pulse ever enabled 
ancient physicians to diagnose every known disease, 
no one can tell. But it is certain that the claim 
cannot be sustained at the present moment. The 
only thing, Ayurvedic physicians can safely claim is 
knowledge of some vegetable and metallic drugs of 
great potency which some of them succeed in admi- 
nistering for diseases they only guess.”’ 


Now, please permit me to conclude with an 
earnest appeal to all of you to give this matter to 
your most anxious consideration. I may assure you 
that it has received my utmost attention for some 
years and as such, I cannot for a moment reconcile 
myself willingly to allowing people without a full 
course of scientific study of medicine being admitted 
as meinbers of the qualified medical profession and 
much less finding a place in the register of the 
Madras Medical Council. I need not remind you 
that we are painfully aware how zealously the British 
Medical Profession have been maintaining their posi- 
tion by not recognising the Andhra Medical Degrees 
till recently for the simple reason that the equip- 
ment is inadequate. How much more reason have 
we, therefore, to demand that unless the same high 
proficiency as we claim to possess is also possessed 
by the Vaidyas or alumni of the School of the Indian 
Medicine, Madras, before they can seek admission 
into the portals of the register of the Madras Medical 
Council. The board of Indian medicine is a parallel 
body to the Madras Medical Council, and it is inde- 
pendent having the principal of the Indian medical 
school as its ex-officio president. The ‘B’ class non- 
L.I.M. Vaidyas form the majority among the mem- 
bers of the board. The Madras Medical Council 
cannot do anything against any one registered with 
the board of Indian medicine, when found commit- 
ting breach of medical ethics as advertising in the 
press and by handbills for getting medical practice. 
The board of Indian medicine apparently remains 
indifferent as if it is bent upon encouraging the 
Vaidyas to do so against the interests of the medical 
practitioners qualified in modern medicine. Let the 
public judge who is who and what is what and we 
leave the matter there. 


You will please remember that the practice of 
medicine is an art and not a trade and commercial 
business. There is sanctity in its very foundation. 
The structure of the medical practice is built upon 
this foundation. Hence as members of the noble 
profession, we have to be kind and humane, and 
give our patients the best we can. We should also 
cultivate such a measure of equanimity as will enable 
us to bear success with humility and restraint.* 


* Read at a meeting of Guntur District Medical Asso- 
ciation (a branch of the I.M.A.) on 6-6-47. 









CASE NOTES 


CHRONIC INTESTINAL OBSTRUCTION DUE 
TO ASCARIASIS 


SATYENDRA NATH BASU, m.B. (CAL.), 
I.M.S. (RETD.), 


Deoghar 


Patient Kausalya, H. F. Ch. 7 years was brought 
to me for treatment. She had the following 
complaints :— 

1. Anorexia—t1o days. 2. Constipation—1o days. 
3. Vomiting (occasional) after meals—several days. 
4. Pain in the abdomen—several days. 5. En:a- 
ciation and general weakness for an indefinite period. 

History.—The parents could not give any definite 
history of the onset. ‘There was only a vague history 
of some intestinal disorder for several months. She 
vomited a few big worms about two weeks ago and 
passed soine more worms with her stools. 

On examination—The patient was very ill, 
emaciated (almost skin and bone) and anaemic. 

Abdomen.—Visible peristalsis was present. On 
palpation—cord like feel of coils of intestine (small 
intestine, ascending and descending colon) tenderness 
all over the abdomen. 

Other systems.—Nothing abnormal detected. 

From the history and the findings, the case was 
diagnosed as chronic intestinal obstruction due to 
ascariasis. 

Treatmenxt—In consultation with my _ senior 
colleague Rai Bahadur S. N. Ganguli, M.B. (Retd. 
Civil Surgeon) the following line of treatment was 
adopted : 

1. Soap-water enema with castor oil—dr. 2, 
once a day for a few days. 2. Glucose—25% 25 c.c., 
I. V. daily. 

. On the first day two small coils of round worms 
(5 or 6 in each coil) came out after the enema ; 
but there was no change in the signs and symptoms 
or the general outlook of the patient. On the 2nd 
day, there was no effect at all; on the 3rd day we 
decided to give 5 units of Pituitrin along with the 
enema. Although nothing came out at the time of 
the enema, after 4-5 hours she had a motion which 
contained about 40 to 50 dead worms—some in coils 
and some free. There was some fzcal matter in it 
also. 

4th day—no effect. 

5th day—a bigger enema was given with 5 units 
of Pituitrin as before, and to my surprise about 200 
worms came out (all alive—a bed pan full of worms). 
All the symptoms were relieved. In the evening we 
examined the patient—the abdomen was soft and 
doughy, there was no pain and no signs of any 
obstraction. Appetite increased and the patient was 


feeling normal. 

At this stage we decided to give her a dose of 
santonine with calomel at night and S. S. Mag. 
Sulph. the next morning. About 30 to 4o dead 
worms caine out following this treatment. 

The patient came from mofussil and was too 
We 


poor to afford to stay in town any longer, 
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sa CASE NOTES 


advised her a second dose of santonine two weeks 
later, and some general tonics to combat anaemia 
and to improve her general health. 


CONCLUSION 


The case is one of chronic intestinal obstruction 
due to ascariasis. I have seen many cases of asca- 
riasis both simple and complicated during my war 
service in Rurma and Assam, but I have never seen 
a case of this type. The number of worms that came 
out in this case was about 300. The case appeared 
to me sufficiently interesting to be reported. 

Acknowledgments—Lastly I offer my sincere 
thanks and gratefulness to my senior colleague, 
Dr. S. N. Ganguli, m.sB. (Rai Bahadur), but for whose 
advice and guidance I would not have ventured to 
undertake the treatment of such a case. 

My thanks are also due to my friend Dr. Surath 
Narayan Chaudhuri, m.B., of Calcutta who took a 
keen interest in going through the report and made 
necessary alterations in it. 


A CASE NOTE WITH A CONTENTION 
ABOUT ITS DIAGNOSIS AND MODES OF 
INVESTIGATION. 


N. P. KUNDU, M.B., CAPT., 1.M.S. (LATE) 
Pabna 


Patient Mr. S. Saha, H. M. 63, of Dogachi, 
Pabna, had an atack of fever (malaria?) during the 
last week of September, 1946, which responded to 
a course of Atabrin. After keeping well for two or 
three days he again developed irregular fever with 
anorexia. Within few days of the commencement 
of this fever he developed jaundice and subsequently 
pruritus all over the body. He called in a very 
senior M.B. of Pabna, who treated him as a case 
of catarrhal jaundice for a week. Finding no im- 
provement in his hand the patient became impatient 
and placed himself under the treatment of a senior 
Kaviraj of Pabna. Finding only slight improvement 
in his hand within nearly three weeks the patient 
again became impatient and placed himself under the 
treatment of a promising senior M.B. of Pabna, who 
also treated him as a case of catarrhal jaundice for 
one week. During his treatment his jaundice 
improved a little but the irregular fever increased. 
Accordingly, he was urged by his relatives and 
friends to go to Calcutta for proper diagnosis and 
treatment. While at Pabna, his blood and urine 
were examined on 8-11-46 and the following are the 
reports. : 

Blood report.—Total W.B.C. 7,500 per c.mm., 
Poly—o91%, Lympho—7%, Mono—2%. Malaria 
parasite—not found. Chopra’s test—++. Alde- 
hyde test--negative. 

Urine report.—Sp. gr.—1,007. Reaction—acid. 
Sugar—nil. Albumen—a trace only. Phosphates— 
nil. Actone—nil. Diacetic acid—nil. Bile—present. 

On the rst December, 1946, he started for 
Calcutta for proper diagnosis and treatment, though 
his jaundice had decreased by nearly half by that 
time. His irregular fever, however, was persisting 
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with greater intensity uptil then. In Calcutta, he 
called in a senior, first grade physician of extensive 
practice and high repute, and who is also a promi- 
nent member of the teaching staff of one of the 
medical colleges of Calcutta. He diagnosed him as 
a case of infective hepatitis (i.e., catarrhal jaundice) 
after ordinary clinical examination and so many 
laboratory examinations. 

The following are the laboratory reports of 
Calcutta : 

Blood reports: Haemoglobin—80%, R.B.C.— 
4,700,000 perc.mm. Total W.B.C.—7,126 per c.mm., 
Poly—78%, Lympho—9%, Mono—3%, Eosino— 
10%. Abnormal R.B.C.—nil. Blood sugar—83 mgs. 
per 100 c.c. Bilirubin—7’o . Van den Bergh units, 
i.e., 3°5 mgs. per 100 c.c. serum. Van den Be-gh 
reaction---immediate direct reaction positive. For- 
maldehyde test for K.A.—negative. Stibamine test 
for K.A.—slightly possitive. M. P.—none found. 

Stool report—nothing abnormal excepting a few 
cysts of Giardia intestinalis, 

Urine report—nothing abnormal except a faint 
trace of indican. 


The patient being my relative, I examined him 
twice during his illness before he went to Calcutta. 
My findings were as follows :— 

1. Liver or gall bladder not palpable. 2. No 
pain or tenderness in the hepatic and gall bladder 
regions. 3. Spleen was slightly palpable just before 
going to Calcutta. 4. Stool too much pale and the 
urine too much yellow. 5. No history of biliary colic 
was available. 6. Irregular fever which increased 
in spite of decrease of jaundice. 7. Pruritus over the 
whole body. 8. History of itching at the anus and 
passing of thread worms with stools occasionally. 

Now, my contention is that the case is not a 
case of infective hepatitis for the following reasons: 

(1) Fever is rarely present in infective hepatitis 
except in the epidemic form and when present it 
never lasts beyond a fortnight. In this case the 
fever lasted for more than two months and there was 
no epidemic of the disease in the locality. (2) The 
increase of fever with decrease of jaundice in this 
case is strongly against infective hepatitis. (3) There 
is relative lymphocytosis in infective hepatitis but 
in this case the polynuclear variety is increased. 
(4) In infective hepatitis older children and young 
adults are usually affected but in this case the age 
is 63. (5) The course of infective hepatitis is usually 
4 to 8 weeks though in some rare cases the jaundice 
may take 3 or 4 months to clear up completely. In 
this case very slight jaundice is still persisting when 
more than 82 days have elapsed since commence- 
ment. Of the above five points the first three are 
strongly against and the last two are fairly against 
infective hepatitis. In my opinion, the patient ought 
to have been examined radiologically for gall stone, 
as we know that obstructive jaundice due to gallstones 
can occur without any history of biliary colic ; and 
if radiological examination would have failed to detect 
any gallstone, as is expected in a pure cholesterol 
gallstone, the galactose test of R. Bauer, which is 
useful in differentiating between obstructive jaundice 
and jaundice due to disease of liver parenchyma, 
should have been done. 
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THIS FREEDOM 


This issue of the Journal represents an unique 
period in the history of India. After a long period 
of trials and tribulations, India now enters a new 
epoch in her history. The devotion, courage, dis- 
cipline and sacrifice of the people of India make 
such an end inevitable and now India enters as a 
free member among the free nations of the world. 
She will now be able to shake off many of her 
shackles and burdens which prevented her growth 
of self-development. Attainment of Independence 
is a great achievement for which the heart of every 
Indian has been filled with joy. At long last every 
Indian can think, speak, write and work like a free 
man. 


In these days of joy and celebrations let us not 
forget that this freedom brings with it the great 
responsibility to every one of us. Freedom has got 
to be maintained and defended. Health is wealth 
to an individual as well as a nation. On the medical 
profession in India falls the difficult task of main- 
taining the health of the people. We have com- 
mented on the health conditions of India on many 
occasions in these columns. Let us repeat the same 
on this solemn occasion the legacy which the people 
of India will inherit after 200 years of alien rule. 
The total deaths amongst children under 10 years, 
as a percentage of total deaths at all ages was 484 
in 1937, about 200,000 women die every year from 
diseases and conditions associated with pregnancy 
and child bearing. The average number of deaths 
during 1932-41 from cholera was 144,924, from small 
pox 609,477, from plague- 30,932—all preventable 
diseases. There are about 2°5 million tuberculosis 
patients in an infective stage in the country and 
there is only a total of 6,000 beds to provide faci- 
lities for their isolation. The number of doctors 














with sufficient experiences of tuberculosis work to 
qualify them for posts in tuberculosis institutions 
does not exceed 70 or 80. At least 100 million people 
suffer from malaria every year and at least 2 million 
die each year either directly or indirectly as a rsult 
of this disase. The number of hospital beds avail- 
able available for the treatment of general and special 
diseases is about 73,000 or about 0°24 bed per 1,000 
population as against 7°14 in England and Wales 
and 10°48 in the U. S. A. In the Indian Union 
there are approximately 47,500 doctors, i.e., one 
doctor to 6,500 people compared with one doctor 
to 1,000 people in the United Kingdom. The number 
of nurses, health visitors, midwives and qualified 
dentists average about 7,000, 750, 5,000, 1,000 fres- 
pectively, a ratio of 1 nurse to 43,000 people, 1 
health visitor to 400,000 people, 1 midwife to 60,000 
people and 1 dentist to 300,000 people. The death 
rate for the geenral population in 1937 was 22°4 per 
1,000 inhabitants and for infants under one year 
162 per 1,000 livebirths. The average diet is ill- 
balanced, lacking in calories, salts, vitamins and 
protein. Famine and prefamine conditions are 
general. ‘The simplest prerequisite of healthy living 
such as adequate nutrition, good housing, sanitary 
surroundings and safe drinking water are lacking 
in vast tracts of our country and only available to a 
privileged few living in the large cities. 


The responsibility rested on other shoulders be- 
fore but now the responsibility will be ours. So it is 
up to the medical profession and the Indian Medical 
Association to face the situation with courage and 
enter into a grim struggle to improve the public health 
of India in the shortest time. The Indian Medical 
Association is destined to play a great part in the 
future. We shall have to devote more time to con- 
structive activities with zeal and enthusiasm. At 
this national emergency laziness is a social crime. 
We offer our co-operation to the new government in 
this uphill task. 


The task is difficult—so is every noble work in 
this world. With the co-operation and good will of 
other free people of the world, we hope to come out 
successful in this arduous duty. 400 million people 
are determined to march forward and nothing will 
stop it. 
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CURRENT TOPICS 


I 
REVISION OF MEDICAL CURRICULUM 


New RECOMMENDATIONS By G. M. C.: SOME ‘GOODENOUGH’ 
PROPOSALS EMBODIED 


The General Medical Council has adopted a new series 
of recommendations for the curriculum, repiacing those of 
1936-7. The new recommendations are published with a 
lengthy introduction setting out their bearing upon the 
criticisms of the curriculum made in 1944 by the Inter- 
Departmental Committee on Medical Schools (the Good- 
enough Committee). The Council would in any event have 
undertaken a revision after the end of the war, but the 
task was accelerated by the Goodenough report which urged 
drastic overhaul. In September, 1944, the then Minister 
ot Health asked the Council whether early action could be 
taken, and in November of that year the Council set up 
special committees for the purpose. These have been in 
close communication with the licensing bodies and medical 
schools, and a delegation, including the President of the 
Council, has visited Canada and: United States, where much 
useful information has been obtained. Drafts of the new 
proposals were circulated to the interested bodies last year, 
and the recommendations were adopted at a recent special 
meeting of the Council, little more than two vears after 
the work was begun. 

The first task was to decide to what extent the severe 
criticisms by the Goodenovgh Committee were valid and 
ought to have eftect in the new recommendations. The 
Council repeats several times in this report that it has no 
power under existing law to visit the medical schools, and 
therefore is not in a position to confirm or to confute from 
its own observations the conclusions of the Goodenough 
Committee on this or that point, but certain of the Good- 
enough proposals have been accepted and reasons are given 
for the non-acceptance of others. 


Length of the Curriculum—The Goodenough Committee 
expressed a concern, which the Council shares, about the 
overloading of the curriculum but the extent to which the 
matter can be remedied is subject to the limitation of the 
Council’s powers under the Medical Acts. The most it can 
do to lighten the load is to ensure that nothing in its re- 
commendations encourages the retention of what is unneces- 
sary or premature for the instruction of the student. It 
believes that in these new recommendations only those 
subjects are included which it is essential for the safety of 
the public that the student shall learn. 


Notwithstanding this, the Council cannot agree with 
the Goodenough Committee that-the total normal length of 
the course of training leading to the final examination 
should not exceed 4% years. The disadvantages of a long 
curriculum are fully recognized, but in the Council’s view 
the requisite knowledge and skill cannot be acquired in less 
than five academic years, made up of a period of pre-clinical 
studies of not less than five academic terms, an introduc- 
tory or transitional clinical course lasting three months, 
and a period of clinical studies covering at least 33 months. 

No substantial alteration is made in the recommenda- 
tions for general and pre-medical education adopted in 1937. 

Every student should pass (1) a recognized primary 
examination in general education, and (2) an examination 





oh examinations in physics, chemistry, and biology (both 
theoretical and practical in all three subjects). 

The Goodenough Committee recommended that the 
teaching of these sciences should form part of the pre- 
clinical period, but the Council has to take a more narrow 
view, and all it can properly attempt is not to include any- 
thing which would impede a broad general education and 
to ensure as far as possible a balance between general and 
scientific subjects. 

Introduction to Clinical Study—During the five acade- 
mic terms of the pre-clinical period : 

Instruction should be given in human anatomy and 
physiology, including (1) dissection of the whole body; 
(2) anatomy of the living body, including radiological exami- 
nation; (3) principles of physiology; (4) use of instruments 
employed in diagnosis; (5) histology; (6), (7), (8) elements 
of human embryology, of genetics, and of psychology. Every 
effort should be made to secure close correlation between 
anatomy end -physiology, and to stress the importance of 
these subjects in their clinical application. 

Certain aspects of social medicine and public health, in 
the Goodenough Committee’s opinion, might be taught dur- 
ing the pre-clinical period, but the Council prefers these 
subjects in broad general terms, to be included in the 
clinical period. ‘The Council adopts the Goodenough re- 
commendation for a three months’ transitional period to 
enable the student to appreciate the relation between his 
pre-clinical and clinica! studies. 

During this period a course of instruction in methods 
of clinical examination should be given. Instruction in the 
elements of pathology and bacteriology and of pharmaco- 
logy may also be given during this period or during the 
pre-clinical period or partly during the former and partly 
during the latter. 

Instruction in Medicine and Surgery—Coming to the 
period of clinical studies, the recommendations set out that 
the course in medicine and the course in surgery should 
include systematic instruction in the principles and prac- 
tice of each, and a medical and a surgical appointment in 
the hospital wards and in an out-patient department, each 
appointment for six months, including not less than one 
month’s residence. In medicine instruction is to be given 
in the following subjects : 

Acute infectious diseases; tuberculosis; diseases of the 
skin; venereal diseases; radiology in its application to 
medicine; dietetics; nursing; physiotherapy. In surgery; 
diseases of the ear, nose, and throat, and of the eye; 
orthopaedics; dental diseases; radiology in its application 
to surgery, and a course of theoretical and practical instruc- 
tion in the administration of anaesthetics. 

It was contemplated by the Goodenough Committee 
that the student in medicine should spend about four 
months in hospital appointments after the introductory 
clinical course and a further month in the first half of the 
final year as senior clerk. The Council, however, thinks 
it undesirable that any reduction should be made in the- six 
months’ period as specified in its former recontmendations, 
but it is clear that the student may during this period also 
hold an appointment in a medical out-patient or equivalent 
department. The Council agrees with the Goodenough Com- 
mittee that it would not be desirable, even if practicable, to 
include teaching expressly intended to equip the student to 
undertake major operative surgery, but it is regarded as a 
not remote possibility that the student, as soon as he is 
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entitled to practise, may be called upon to undertake minor 
operative surgery, and therefore, instructions in that sub- 
ject cannot be safely omitted. ‘‘Practical instruction in 
minor operative surgery on the living’’ is, therefore, to be 
part of the instruction in surgery. The Council suggests 
that students should not spend more time in the operating 
theatre than is required to ensure familiarity with common 
surgical conditions, their recognition, and treatment. 


Students’ Attendance at Labour—The Council cannot 
accept the assumption. of the Goodenough Committee that 
the unrestricted title to practise midwifery conferred on 
all registered medical practitioners should now be restricted, 
if not in law, at least in fact; but the Goodenough Com- 
mittee also held that such a course as is outlined in the 
Council’s recommendations is necessary even though future 
general practitioners may refrain from dealing with abnor- 
mal conditions pnless they have had adequate postgraduate 
training. ‘The recommendations (summarized) are that the 
instruction should include : 

Systematic instruction in principles and practice of 
midwifery and gynaecology, including anatomy, physio- 
logy, and pathology of pregnancy and iabour, and clinical 
instruction in midwifery, infamt hygiene, and gynaecology, 
with attendance on the practice of a maternity hospital or 
maternity wards and on in-patient and out-patient gynaeco- 
logical practice over a period of six months. 

This period is to be later than the medica! and surgical 
appointments, and earlier, if possible, than a clinical clerk- 
ship in paediatrics. 

Throughout the six months the student should receive 
instruction in antenatal and post-natal care, management 
of the. puerperium, and care of the newborn infant. At 
least two-thirds of the hcurs of clinical isstruction should 
be devoted to instruction in midwifery and infant hygiene. 
Not less than two months should be spent by the student 
in residence during which he should attend not less then 
12 cases of labour under proper supervision, the first five at 
least in lying-in thospitals or wards. At his qualifying exa- 
mination he must produce a certificate showing that he has 
attended such cases of labour, that he has written an ade- 
quate history of them, that in each case he has been in 
personal attendance on the patient during the whole course 
of labour, and that he is not credited with any case which 
appears on the certificate of more than one other medical 
student or on that of more than one pupil imidwife. 

In its recommendations issued ten years ago the Council 
specified 20 as the number of cases of labour a student must 
attend. It is agreed that this number is not seldom un- 
attainable, especially in metropolitan schools, and it has 
been reduced to 12. 

“The Council is satisfied that if strict compliance is 
required with the provision of the new recommendations as 
to the supervision of students during their attendance on 
cases, the restriction in the sharing of cases, and the amount 
of attendance on each case’”’—(‘‘the whole course of labour’’, 
and not merely the end of the second stage)—‘“‘any dis- 
advantage which may be entailed by the reduction of the 
minimum number of cases to be attended will be amply 
compensated.” 


New Major Subjecis—Three subjects--namely, paedia- 
trics or child health, psychiatry, and social medicine—re- 
ceived special prominence in the Goodenough report ‘‘be- 
cause of the developments that are necessary in the training 
provided in these subjects’. That report expressed the 
view that generally in the medical schools “the teaching 
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about children has been inadequate and only faint interest 
has been taken in the subject.” Here again the Connci] 
maintains its non-committal attitude; it is “mot in a posi- 
tion to confirm or to confute general statement”, but, it 
agrees as to the importance of paediatrics in the curricula, 
and that it should be recognized as a major subject. 

Instruction in paediatrics should include (1) systematic 
instruction in principles and practice; (2) a three months’ 
clinical clerkship, including one month’s residence; (3) in- 
struction in the care of the newborn infant and in the 
diseases of the neonatal period, given during the course in 
midwifery; (4) attendance at not less than six sessions in 
a child welfare centre, and (5) attendance at school medical 
and child guidance clinics. 


For the first time the subject of psychiatry also is 
specified under a separate main heading. Here again the 
Council agrees with the Goodenough Committee alike as to 
the importance of the subject, the desirability that instruc- 
tion be concentrated on potential rather than on established 
disorders of the mind, and the need for co-operation be- 
tween teachers of psychiatry and teachers of other clinical 
subjects. 

Instruction should be carried cut mainly in a psychiatric 
out-patient department, but clinical demonstrations should 
also be given at a mental hospital and «ct a mental defi- 
ciency institution. A course of systematic lectures should 
be given and the attention of the student continuously 
directed to the relationship between physical and psycholo- 
gical aspects of disease. 

Another subject specified under a separate main heading 
is ‘‘Methods of After-care and Reliabilitation’’, and, with- 
out making a separate heading, attention is drawn to the 
importance of chronic sickness. Social medicine is also a 
new major subject, but the Covncil agrees with the Good- 
enough Committee that the scope of instruction should be 
free from any attempt at rigid definition and susceptible of 
modification in the light of experience. 


Instruction should be given in the principles of preven- 
tive medicine, including epidemiology; the influence of 
heredity and environment, including occupation, on health 
and disease; the principles of health education, and the 
functions of central and local authorities and voluntary 
organizations. 

There will be room for differences between the various 
bodies on such questions as whether, if instruction be given 
in sex hygiene, it is best given by an experienced general 
practitioner. 

The recommendations concerning instruction in patho- 
logy and bacteriology and pharmacology and therapeutics 
appear to remain as they were. In forensic medicine the 
recommendations are unaltered save for one omission. In 
its former recommendations the Council suggested that 
instruction in the legal and ethical obligations of practi- 
tioners should be given by some person having practical 
knowledge of the subject (that is to say, normally an ex- 
perienced general practitioner), but it is anxious not to 
dictate to licensing bodies and schools, and it is confident 
that ample experience is now available to assist them to 
select suitable instructors. 

Professional Examinations—The recommendations for 
professional examinations have also been rearranged, but 
altered only in relatively minor detail. ‘The examination 
in each subject should include written and oral tests, and 
in the case of clinical subjects a clinical test’? is a clearer 
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the earlier recommendations. The requirements that in all 
written examinations an average of at least half an hour 
should be allowed for a candidate to answer each question has 
been dropped; here as in several other matters discretion is 
left to the examining bodies. A recommendation that at 
least two examiners should participate in adjudication of all 
written papers is substituted for the existing one that the 
marks should be a joint adjudication. Hitherto, in theory, 
the answers of all candidates have been read by two 
examiners, but in practice, except in the case of candidates 
on the borderline, they have often been read by only one. 
A comment of the Council’s Inspector in Medicine that the 
requirement that two examiners shall participate is not 
uniformly interpreted in the oral and clinical examinations 
has led to a new recommendation—that ‘‘at least two exa- 
miners should be present at the examination of each can- 
didate and the marks should be a joint adjudication.”’ It 
is added that examinations in all clinica! subjects should 
include adequate practical tests; this follows a report by 
one of the inspectors that practical tests, for example urine 
analysis, are frequently not included. A former provision 
that candidates who obtain less than 30% of the marks in 


‘any subject should be remitted for a longer period than 


three months has been dropped; here again discretion has 
been left to the examining bodies. The recommendation 
concerning the scope of examination has been expanded. 


“Candidates should be required to pass examinations in 
the following subjects: (1) Medicine, surgery, and mid- 
wifery and gynaecology, including the subdivisions of these 
subjects specified in the foregoing recommendations as to 
professional education. (2) Paediatrics (including infant 
hygiene and child welfare), psychiatry, and therapeutics. 
The examinations in these subjects may be separate exami- 
nations, or may form part of the examinations in medicine, 
surgery, and midwifery and gynaecology. (3) Social medi- 
cine and public health, forensic medicine, pathology and 
bacteriology, pharmacology.”’ 

This is intended to give effect to the view of the Council 
that in the final or qualifying examination in medicine, 
surgery and midwifery and gynaecology candidates should 
be examined both in these main subjects and in their sub- 
divisions, and discretion is left with the licensing bodies 
and examining boards to examine in paediatrics, psychiatry, 
and therapeutics either in the final and qualifying examina- 
tion or in previous separate examinations. The Council’s 
Inspector in Medicine has been impressed most favourably 
by the introduction of separate examination in psychological 
medicine and psychiatry in certain centres, and the Inspec- 
tor in Midwifery welcomes the recent introduction of 
separate examinations in paediatrics. 

A further recommendation provides that no part of the 
final or qualifying examination, not only in medicine and 
surgery but in midwifery and gynaecology, shall be taken 
before the end of 30 months of clinical study. The recom- 
mendation which this displaces contemplated that the 
clinical and practical examination in midwifery and gynaeco- 
logy might be taken in advance of the rest of the final in 
midwifery and in advance of the final in medicine and 
surgery. It is thought that the new recommendation will 
enable licensing bodies to safeguard theinselves against pre- 
mature attempts on the part of students to pass parts of 
the final, and will also safeguard the candidates against a 
degree of overloading of the final which, in the words of 
the Inspector in Medicine, ‘‘renders some examinations a 
test of physical endurance rather than proficiency.” 


A recommendation which has hitherto obtained is that 
‘whatever be the method of entry for the final examina- 
tion all candidates should be required to complete the three 
portions of the final examination within a period of 19 
months. After careful consideration the Council has come 
to the conclusion that this does not in fact secure to the 
public the safeguard which it purports to offer, and that 
it is better to leave the examiners with discretion to reject 
candidates who appear not to attain the required standard 
of proficiency. The recommendation therefore has not been 
retained. The recommendation that in three primary sub- 
jects no candidate should be allowed to pass who fails to 
obtain 503, of the marks assigned to the clinical examina- 
tion is repeated, but certain other minima suggested in that 
recommendation have been dropped. They are considered 
matters proper to be determined by the examining bodies, 
and indeed the general effect of such alterations as have 
been made in the conduct of examinations is to leave these 
bodies with a larger discretion.—Brit. M. ]., 1: 608, 1947. 


ll 
INDIAN AIR CRAFT RULES 
IMPORTANT TO THE MEDICAL PROFESSION 


Travei to foreign countries by Air is now getting more 
and more popular and medical practitioners will be required 
to issue medical certificates. The safety of the passengers 
as well as that of the countries they travel depend on pro- 
per precaution taken to avoid any passenger carrying any 
infectious disease. 

For this purpose every passenger intending to go abroad 
by Air is required to submit medical certificates to the 
effect that he is vaccinated against the following infectious 
diseases :—(1) Cholera, (2) Yellow Fever, (3) Typhus, 
(4) Small-pox. 

Certain standard forms of certificates have been pres- 
cribed under the Indian Air Craft (Public Health) Rules, 
1946, to enable the authorities to check up the health con- 
dition of the intending passengers. It is the duty of the 
members of the medical profession to heip the authorities 
in this matter. Samples of the standard form in which 
the required certificates may be issued are enclosed. It is 
hoped that the practitioners will_issue certificates in the 
manner prescribed and thereby help the authorities in pre- 
venting spread of infectious disease by tle passengers. 


STANDARD FORMS 


Schedule I; Personal Declaration of Origin and Health 


(Por passengers on aircraft) 


Port of arrival : 
Name in fuil 
(Block letters, Surname first.) 
Nationality : 
Passport number : 
Perinanent (home) address : 
Precise address to which immediately proceeding : 
. State where you spent the fourteen nights prior to 
arrival in this country : 
Last night. 
2 nights ago. 
3 nights ago, 
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4 nights ago. 
5 nights ago. 
6 nights ago. 
7 nights ago. 
8 nights ago. 
9 nights ago. 
10 nights ago. 
' 11 nights ago. 
12 nights ago. 
13 nights ago. 
14 nights ago. ® 


7. I am in possession of a certificate of inoculation or 
vaccination against : 
Cholera. 
Yellow fever. 
Typhus. 
Sinall-pox. 


8. I declare that I have had no illness within the past 
fourteen days except as follows: 
I declare that the information given above is correct to 
the best of my knowledge and belief. 
PE ea avncdsncinndedsasbesgsevcsecvsivssesaves 
Ths nbn cdi: ccdtebavibtudedcssegesccasdadeesions a 


~ 


Schedule III : Certificate of Inoculation against Yellow Fever 


This is to certify that............:ccssecsceeesecseees Sc dcboereainpesness 
(AZe.....-00000 Eee ) whose signature appears below 
has this day been inoculated by me against yellow fever. 

Origin and batch No. of vaccime...........60. ceecseseseeeeeeseeees 

Signature of inoculating Officer. ;............cccsceccesecoeeneeneeenes 

MUD OMINIONE irc 5. sccsasdovoninstsccvosseseveadssancsoecednesvoceks 

POS sascha cdcscecivowincevdveryesssioove MMs Dosincceioundeoncsettet dots 


(Signature of person inoculated). 
(Home Address) 


Official Stamp of 
Inoculating Officer. 


Footnote, 

This certificate is not valid : 

(a) unless the vaccine and the method employed have 
been approved by Government of India. 

(b) unless it complies with the maximum and minimum 
periods prescribed in the first proviso to rule 10. 


N.B.: In India Vaccine against Yellow fever is not 
available for sale anywhere. In Bombay Province, Inocula- 
tion against yellow fever can be done only at the Haffkine 
Institution. 


Schedule IV : Certificate of Immunity against Yellow Fever. 


This is to certify that....c..ccscc..ccsccccosccoscscenceoccsyoccosevccses 
Se BOK. wscvevsiccesess ) whose signature appears below is 
immune to yellow fever as the result of an attack of the 
disease. This immunity has been demonstrated by the 
mouse protection test. 


Date of bleeding............... Place of bleeding..............0+- 
Name of laboratory performing test...........scccceeeeeeeeees 
Location of Laboratory............cccesscscseeeserecetensseeseseeeeeeners 


ET ES a sd, a cubelbag ioc Mdbib abe dovecupinoasdbass 
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RRR REE EEE Re eee TREE EEE SEEEES ESE EE SEES ET OER ERS ET OTE E eae 
steee 


Signature of Laboratory Director..............:..cccscccccees, 
Official Stamp of 
Laboratory. 
(Signature of person tested) 
(Home Address) * 
Footnote : 


This certificate is not valid: 


(2) uniess the Laboratory performing the blood test and 
the method employed have been approved by the Govern- 
ment of India. 


(b) for more than ten years from the date of blood 
test. 


Schedule V: Certificate of Inoculation against Cholera. 


(DOB cnc cisenes ee ) whose signature appears below 
was on the dates indicated inoculated against cholera. 





Material Inoculating Officer 
Date 
+s Batch No. : Official 
Origin and Type Signature Title 





(Signature of person inoculated) 


Official Stamp of 
Inoculating Officer. 


(Home Address) Date. 
(This certificate is not valid for more than 6 months 
from date of issue.) 
Schedule VI: Certificate of Inoculation against 


Typhus Fever. 


(AZe-.....02000: BR cpscvcbereves ) whose signature appears below 
was on the date indicated inoculated against typhus fever. 





Material Inoculating Officer 
Date 
Origin Batch No. Signature Official 
and Type Title 





(Signature of person inoculated) 


Ct ereceeeeseeeereseeeee OO Ree eee ereseseeeesereseeees 


Official Stamp of 
Inoculatiug Officer. 
(Home Address) Date. 
(This certificate is not valid for more than 1 year from 
date of issue). 
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Schedule VII: Certificate of Vaccination against Small-pox. 
ID SE III | I «gas ctasoetecdes See viptco canes gavatsyepenieese 


(AQEC---e-eeeeees ere ) whose signature appears below 
has this day been vaccinated by me against small-pox. 
Official 
Stamp 


Origin and Batch No. of vaccine..............,..00.400 
Signature of Vaccimator...............ccceecseeeseseeeeceeees 
BRIE [IIE sisindye dots cccesicscs wsnedooocormepnanmenies 


Home Address. 


Important Note: In the case of primary vaccination 
the person vaccinated should be warned to report to a medi- 
cat practitioner between the 8th and 14th day, in order 
that the result of the vaccination may be recorded on this 
certificate. In the cae of revaccination the person should 
report within 48 hours for first inspection in order that 
any immune reaction which has developed may be recorded. 


This is to certify that the above vaccination was 
inspected by me on the date(s) and with the result(s) shown 
hereunder ; 


Date of Inspection. Result. 
Official 
Stamp 
SHeMAtUTE GE DGGUGE..... .ccscococsscccscscsstsvesccose sin 
ED IE Sovvcctonceonte-orscecorenpacessedoncenduas 
POE icicnhiovccncebehinntnd pops icccnnsseasbiawtoces 


Use one or other of the following terms in stating the 
“result”, viz., “Reaction of immunity’’, ‘‘Accelerated re- 
action (vaccinoid)”, ‘Typical primary vaccinia’. 

A certificate of ‘‘Not reaction’’ will not beb accepted. 

Signature of persons. vaccinated............:ccccsssceeseeeerereeees 


(This certificate is not valid for more than 3 years from 
the date of issue.) 


Special provisions relating to Pilgrim Aircraft. 


Rule No. 38: No person shall be permitted by the 
Health Officer to embark on an aircraft with a view to 
proceeding by air to the Hedjaz on pilgrimage unless such 
person produces two medical certificates signed by persons 
who, in the opinion of the Health Officer conducting the 
medical examination under rule 33 are duly qualified to 
grant such certificates, on showing that such person has 
been inogulated against cholera not’ more than six months 
and not less than six days prior to the date of medical 
inspection, and the other showing that such person has 
been vaccinated against small-pox not more than three 
years and not less than 14* days prior to the date of medi- 
cal inspection : 

Provided that the Health Officer making the inspection 
may dispense with the certificate of vaccination if in his 
opinion the person has marks of a previous attack of small- 
pox. 





(* 14:—Govt. of India Gazette, 5th April, 1947, p. 446.) 
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AUSTRALIA DRIVES AGAINST TUBERCULOSIS 


An average death-rate from tuberculosis of little over 
thirty per hundred thousand of population means that 
Australians have less of this disease than any other people 
in the world, but even so, the men who lead the fight 
against it are determined to reduce the incidence still more, 
and are taking new measures to do so. 


Senator N. E. McKenna, Federal Minister for Health, 
recently appointed a noted Australian tuberculosis specialist, 
Dr. H. W. Wunderly, to be Director of Tuberculosis Acti- 
vities in the Commonwealth Health Department. Doctor 
Wunderly will travel from State to State, co-ordinating the 
work of the State health departments in fighting the disease, 
and keeping them in touch with all advances in treatment 
and diagnosis. 


This service will be only a part of the help that the 
six States receive from the Federal Government. Every 
year they divide between them Rs. .10,70,850/-, paid by the 
Federal exchequer on a pound for pound basis, to be used 
on improvement and maintenance of anti-tuberculosis mea- 
sures. In addition, the Federal Treasurer grants Rs. 26,77,000 
to be divided between approved tuberculosis patients and 
their dependents ali over the nation, a payment over and 
above the normal invalid pension, The benefit which can 
accrue to the individual was strikingly demonstrated when 
treasury men worked out recently what one woman’s ill- 
ness had cost the government. They found that, includ- 
ing pensions and treatment for all those members of her 
family who had contracted the disease from her, the figure 
was no less than Rs. 1,60,625/-. 


Australia’s State health departments do most of the 
actual work of diagnosing and treating the disease, and 
keep up sanatoria to which patients may go for rest and 
treatment. Of these, probably the most important is run 
by the Western Australian Health Department at Woorooloo, 
in the hills outside Perth. There, beside a well-equipped 
hospital, are orchards and gardens which not only supply 
most of the patients’ needs, but also enable patients to do 
light work when they are well enough for it. The farm has 
one of the finest herds of dairy cattle in Australia, and the 
whole place, with its workshops and agricultural enterprise, 
is the nucleus of a self-contained community which its direc- 
tor hopes will develop along the lines of England’s Pap- 
worth colonies and America’s Endawood Farm. 


VOLUNTARY ASSOCIATION 


But not only official departments care for the tuber- 
culosis in Australia. Various philanthropic organisations do 
fine work, and of these, for the most notable and important 
is the Anti-Tuberculosis Association of New South Wales, 
whose headquarters are in Sydney. 


People who saw that increasing immigration would 
bring increased tuberculosis to a country that had very 
little, formed the association in 1912. Their idea was to 
set up a clinic for diagnosis of the disease so that. steps 
could be taken to prevent any spread. Their organisation 
was purely voiuntary, but, as time went on and the autho- 
rities recognised the valuable work that was being done, 
the State government began to give a small annual: sub- 
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sidy towards the work. Last year it was just over 
Rs. 21,500/-, and most of the work of the association is still 
carried out with funds from other sources. 


Miss D. V. Miller, the association’s general secretary, 
who has been working for tuberculosis victims since 1930, 
says that ways of raising money are changing. The days 
of the bridge party and the jumble sale are over. Associa- 
tions like hers, she says, must organise themselves like 
businesses, and do things in a big way. Like the Red 
Cross, the association raises funds from large scale ‘‘art 
unions’”’—raffles with valuable prizes to tempt people to 
speculate considerable sums of money. Even these, how- 
ever, don’t bring in as much money as the benefactions of 
people who want to help the work, and who do not ask 
for any return. 

This year Miss Miller hopes to raise more than 
Rs. 53,550/-. 


CLINICAL SERVICES 


Apart from ordinary working expenses, the associa- 
tion has raised enough money to build a new twenty-bed 
clinic, so that patients need not be sent away to already 
overcrowded hospitals for diagnosis and minor operative 
surgery. The land has already been bought, and imme- 
diately the association has secured vacant possession, it 
will go ahead with the clinic building. 


The association gives full diagnosis, with x-rays and 
clinical and pathological tests, and its service is possibly 
the most complete available in the Commonwealth to people 
who cannot afford to go to hospital. 


As each patient is treated—and during the past twelve 
months, 17,000 x-rays have been taken—he is represented 
in an index system by a card which notes his age, family 
history, previous health record, the history of any tuber- 
cular contacts he might have, and a number of other vital 
facts. His x-ray reports are recorded upon a modern punch 
card system. 


He is then sent off to one of the State’s hospitals for 
primary treatment. If he is to have an artificial pneumo- 
thorax (the collapsing of a lung by the admission of air 
to the cavity between the lung and the body wall), the 
first operation is done in hospital, but the association carries 
on from there, and all “‘refills’” are done at its clinic at 
East Sydney. In fact, the association makes itself respon- 
sible for the supervision of all its patients in their homes 
by means of regular visits by trained nursing sisters. 


Last year its staff carried out more than twenty thon- 
sand treatments, not counting x-rays. 


The patient pays when he can. Long experience in 
the work has given the association staff an almost intuitive 
knowledge of whether or not a patient can afford to pay. 
Because tuberculosis is a “‘poor man’s disease’, the pro- 
portion of those who can pay is low—not more than 10%. 
To offset this, much of the clinic’s work is done by an 
honorary staff. Six medical officers, four radiologists, and 
an ear, throat and nose specialist, all of them well known 
in their profession, give their services free to the associa- 
tion. In addition, there is at the clinic a paid staff of 
medical superintendent, three nurses, a radiographer and 
two laboratory technicians. 
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REACHING REMOTE AREAS 


Dr. R. M. de Lambert, M.B., ch.B., the medical Superin- 
tendent, is a young New Zealander who has specialised in 
tuberculosis work, and who was in charge for some years 
of a large sanatorium in New Zealand. At the associa- 
tion’s Sydney headquarters, there is the general secretary, 
who is chief executive officer, and four paid clerical officers 
and a revenue officer. The rest of the sizeable staff is 
honorary. 


Recently, with the completion of the first part of a 
mobile clinic for diagnostic work, the association has gone 
a step further. The unit, which is the first in Australia, 
and one of the most modern of its kind in the world, is 
made up of two vehicles, built up on ‘bus chassis. 


The first vehicle, already in use, has a room space of 
22 feet by 7 feet by 6 feet, and has an x-ray room 12 feet 
long by 7 feet wide, and double changing rooms for patients, 
It is insulated by a 2 millimetre thickness of lead over all 
walls, and contains the most modern equipment available, 


The camera itself is operated by a Morgan timer, which 
is controlled by a photo-electric cell and enforces the correct 
photographic exposure, thus eliminating any possibility of 
bad diagnoses because of wrong negative density. The 
vehicle also carries its own diesel power unit, 


The second vehicle, which is almost completed, will 
carry a laboratory, a dark room, and sleeping accomino- 
dation for four people. The temperature of its developing 
tanks is to be kept at correct level by direct expansion 
refrigeration of the water jackets surrounding them. When 
the unit is not ‘‘on site’, and the power plant is not 
operating, ordinary domestic refrigeration of the living 
‘space is to be done by a kerosene household refrigerator. 


The combined unit has been designed to give to country 
people the same facilities for diagnosis as towns people 
have. It will move with its staff from centre to centre 
in country districts, carrying out mass surveys, and ad- 
vising. There will of course, be no compulsion, but high 
pressure advertising will precede the unit. 


The association is working in close co-operation with 
the State Education Department, and the unit will call at 
all high schools in the country, to make surveys among 
the children. Experts say that there is little point in 
examining children below high school age, as it is usually 
only at fifteen or so that it is possible to tell whether or 
not a child needs treatment. 


In the meantime, the association has been using the 
first vehicle to carry out mass surveys among the factory 
workers of Sydney, and in the last few months has made 
between four and five thousand individual tests. Employers 
have co-operated well, even to the extent of subsidising 
the work at the rate of Rs. 2/10/- per employee. Employ- 
ers are told the number of cases found among their workers, 
but all other information is confidential between the doc- 
tors and the patients concerned. 


The results have shown what the doctors expected-- 
that the incidence among factory workers in even the worst 
areas is remarkably small, something under 2%. In the 
country areas, the ratio will probably be even smaller, but 
so long as there is any tuberculosis at all, so long will the 
association keep up its work. Australia has Jess tubercu- 
losis than any other country in the world, and Australians 
aim to keep it like that. (David Cairns). 
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CURRENT MEDICAL LITERATURE 


A N&w CORONARY VASODILATOR 


A drug capable of active coronary vasodilatation with- 
out reduction of the blood-pressure or increase in the pulse- 
rate would clearly be valuable. These properties are 
claimed by Anrep and his colleague (Brit. M. J., 8: 171, 
1940; Lancet, 1: 557, 1947) for khellin, the active principle 
of Ammi visnaga Lam. This plant, which grows wild in 
Eastern Mediterranean countries and in Arabia, has for cen- 
turies been a popular remedy in Egypt for renal and in- 
testinal colic; and in 1934 the tincture and decoction were 
included in the Egyptian pharmacopoeia. 

The active principle, a di-methoxy-methyl-furano- 
chromone, has been carefully investigated. In heart-lung 
preparations from dogs the minimal active concentration 
was found to be about 1 :2,000,000, while concentrations of 
about 1:200,000 produced a three to fourfold increase in 
coronary blood-flow. The same effect was obtained in the 
intact animal, provided the dose did not exceed 2 mg. per 
kg. body-weight. It is thought that khellin acts directly 
on the muscle-fibres of the blood-vessels and that the 
apparently selective response by the coronary vessels is due 
to their particular sensitivity. The drug has now been 
used in over 150 patients; and with single or repeated 
doses of 100 mg. intramuscularly, or with 50-100 mg. by 
mouth thrice daily, the results are said to be ‘‘extremely 
encouraging’. Among 38 patients with angina pectoris the 
response was satisfactory in 13 who received 40 mg. thrice 
daily, one to three days being required for the full effect; 
of 9 treated by intramuscular injections of 90 mg. daily, 
or 120 mg. on alternate days, 8 responded well; while of 16 
severe cases treated by a combination of intramuscular and 
oral therapy, 14 responded well. This dosage was given 
daily for 2-5 weeks to 8 patients with coronary thrombosis; 
and these too were apparently benefited. Full trial of the 
drug is thus justified. 


That kheilin may have further uses is suggested by 
the observation that after a single intramuscular injection 
of 200-300 mg. ‘‘complete and prolonged relief”? was obtain- 
ed in 41 out of 45 patients with severe bronchial asthma; 
and even this fairly large dose had no effect upon the 
blood-pressure, It has, moreover, relieved attacks resistant 
to adrenaline and aminophyline. Whether, as suggested, 
khellin is safer than aminophylline, is not yet certain, for 
experience with it is se far small. If, however, khellin is 
to come into general use preparations of it must be purified 
and standarised; for there is some evidence that the im- 
purities in Ammi visnaga may be toxic.—Lancet, 1: 682, 
1947, 


. 


PROGNOSIS OF RAISED BLOOD-PRESSURE 


As early as 1913 Janeway (Arch. Int. Med., 12: 755, 
1947) called for caution in giving a bad prognosis in cases 
of raised blood-pressure. He demonstrated that many 


patients with essential hypertension lived for years in good 
health and were completely fit for work. Benni (Act. Med. 
Scand., 1926, Suppl. 64, p. 512), who reported that 112 
(77%) out of 146 patients with hypertension died after 4 to 
14 years, admitted that his figures were not quite significant 
since many of his patients were aged seventy years and up- 
Blackford et al (J. A. M. A., 94: 328, 1930) fol- 


wards. 





lowed up 222 patients out of 401 from § to 11 years after 
a systolic blood-pressure of more than 175 mm. Hg. had 
been found. Of these, more than half (70% of the men and 
39% of the women) died between the first and second exa- 
minations. The average duration of life after discovery of 
the hypertension was 32 months. The death-rates of mode- 
rate and severe hypertension were the same. Russek (Am. 
Heart J., 26: 289, 1943) noted that if the diastolic pressure 
was normal expectation of life was not adversely affected 
by a raised systolic pressure. Rosling (Acia. Med, Scand., 
1934, Suppl., p. 83), who followed up 450 patients with 
raised blood-pressure (the limit being 160 mm. Hg. and 
over), found that of 102 of them who had essential hyper- 
tension withcut complications only 30% were dead 8 years 
later. Wagener and Keith (Medicine, 18 : 317, 1934) grouped 
hypertensives according to the changes of the vessels in 
the fungi. In the four groups described by them they 
examined 209 patients, and in the follow-up 5-9 years later 
40%, 65%, 92%, and 99% were dead. 


In his recent monograph Poul Bechgaard (Acta. Med, 
Scand., 1946, Suppl., 172) has reported on a follow-up of 
over 1,000 hypertonics. His material consists of 325 men 
and 713 women who at the first examination had a blood- 
pressure of 160/100 mm. Hg. or over, and 97% of them 
were examined very carefully 4-11 years later. The patients 
were mainly working men and women between 40 and 69 
years of age, the age-group 50-59 being the largest. 
Bechgaard emphasises as one of the main characteristics 
of arterial hypertension the well-marked lability of the 
blood-pressure and its increased amplitude. Electrocardio- 
graphic examinations showed signs of myocardial disease in 
30%. Cerebral hemorrhage was found in 83% and hyper- 
tensive encephalopathy in 35%. Malignant nephrosclerosis 
was found in only 13 patients at the second examination, 
11 of whom had already had symptoms at the first. In 
Bechgaard’s view malignant nephrosclerosis may be due to 
a number of different conditions, such as psychological 
strain, infection, arteriosclerosis, syphilis, or lead poison- 
ing. From his figures, the prognosis of essential hyper- 
tension, judged from the death-rate, appears to be very 
good indeed. It is remarkable that 41% of the men and 
only 22-4% of the women died during the period of observa- 
tion. If the normal mortality for the (Danish) population 
is taken as 100%, Bechgaard calculates the excess morta- 
lity in his series as 188% for men and 43% for women of 
all ages. The excess mortality is high up to 49 years and 
decreases rapidly until 70. Accordingly the mortality in 
women is 143% of the estimated mortality, and in men 
288%, or more than double the normal. Bechgaard postu- 
lates a sex. difference which causes the circulatory system 
to be more resistant to raised blood-pressure in women. 
The prognosis becomes worse with increasing age owing 
to associated myocardial degeneration, and it is bad in 
malignant hypertension. 


Allthough Bechgaard’s material consists of patients 
who had a blood-pressure of 160/100 mm. Hg, or a systolic 
blood-pressure of 180 mm. Hg at the first examination, he 
defines the upper limits of normal blood-pressure as 140/90 
mm. “in agreement with most of the recent investigations”. 
Accordingly, he regards people who have a blood-pressure 
of more than 140/90 mm. as hypertonics, even if they are 
over 40 years of age. He adds, correctly, that ‘‘with this 
limit a very large number of older people (in case of the 
oldest more than 50%) are regarded as hypertonics’’. This 
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would not be accepted by British and American observers, 
who regard as abnormal in people over 50 a blood-pressure 
of 170/105 mm. Hg taken under proper frecautions on at 
least three occasions.—Lancei, 1: 787, 1947. 


SULPHONAMIDES IN COMBINATION 


One of the chief dangers of sulphonamide therapy has 
always lain in the tendency of these compounds to be de- 
posited in the urinary tract and thus to cause blockage of 
the uriniferous tubules, the renal pelves, or the ureteral 
orifices. Sulphapyridine, sulphathiazole, sulphadiazine, and 
sulphamerazine are all liable to-be thus deposited if the 
dosage is high or the fluid intake too low. ‘Sulphameza- 
thine’ is more soluble and less dangerous; sulphanilamide 
never causes this trouble. The danger can be considerably 
reduced by making the urine alkaline, since these compounds 
and their derivatives are more soluble in alkaline urine 
than in acid, for example, the solubility of acetyl-sulpha- 
thiazole is only 7:3 mg. per 100 ml. at pH 6-4, but it is 
31 mg. per 100 ml. at PH 7-6. The onset of urinary block- 
age is marked by one or more of the following signs or 
symptoms: pain in the loin (radiating to the groin) or 
abdomen, diminished output of urine proceeding to anuria, 
and macroscopic hematuria. The first step in the treat- 
ment is to discontinue the sulphonamide. If some urine is 
still being excreted, fluids and alkalis are given to wash 
away the crystals; if blockage is complete only 
enough fluid should be given to balance the loss through the 
bowel, skin, and respiratory tract (MacGraFtH—Lancel, 2: 
58, 1945), and surgical measures should be urgently con- 
sidered. 


In the prevention of sulphonamide anuria reliance has 
hitherto been placed mostly on caution in giving large 
doses, on the administration of alkalis, and on the main- 
tenance of a large fluid intake. A new approach has been 
evolved in Sweden by Frisk and his colleagues (Brit. M. J., 
1: 7, 1947) on the principle that if two or more sulphona- 
mide compounds are administered in combination the thera- 
peutic actions of the different compounds are additive but 
their solubilities remain independent of each other. Accord- 
ingly it is possible to obtain a strong therapeutic action 
Without the usual risk of urinary blockage. Apparently 
the same idea has been developed by Dr. David Lehr, of 
New York. Frisk et al. recommend a mixture containing 37% 
sulphathiazole, 37% sulphadiazine, and 26% sulphamerazine ; 
this has been named ‘Sulphadital’. In rabbits the greatest 
daily dose of the individual components which could be given 
without producing urinary concrements was only 0-4-0 gm. per 
kg., whereas sulphadital could be safely given in doses of 
over 1 gm. per kg. The maximum tolerated doses of the three 
components produced a blood concentration of about 3-7 mg. 
per 100 c.cm., whereas the maximum dose of sulphadital 
produced a blood concentration of 20 mg. per 100 c.cm. 
For the treatment of pneumonia the recommended course 
of sulphadital is two doses of 2 gm. followed by repeated 
doses of 1 gm., all at four-hour intervals. After fifteen 
hours the mean blood concentration per 100 c.cm. is 7-8 mg. 
free and 8-5 mg. total sulphonamide. If desired these doses 
can safely be doubled. Sulphadital has been used in Sweden 
in hundreds of cases of pneumonia and gonorrhoea without 
any signs of urinary blockage. Lehr seems to have used a 
mixture of equal quantities of sulphathiazole and suphadia- 
zine with similarly favourable results. This simple scheme 
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may prove a useful minor.improvement in sulphonamide 
therapy. But if a soluble but powerful sulphonamide is all 
that’ is needed it is surprising that more attention has not 
been given to the British drug sulphamezathine, either 
alone or as a component of these mixtures—Lancet, 1: 
877, 1947. 


ATYPICAL FEATURES OF RHEUMATIC FEVER IN YOUNG ADULTS 


SOKOLOW AND SNELL (J. A. M. A., 133: 981, 1947) write 
that observation of a large number of young adults with 
rheumatic fever indicates clearly that rheumatic fever often 
manifests itself with atypical clinical features and clinical 
course. 


Of the clinical features, the most striking have been: 
minimal or complete absence of articular symptoms, mon- 
articular involvement, onset with major manifestations in 
the hands and feet, prodromal aching for days to weeks 
prior to the onset of acute arthritis, recurrent acute arthritis 
of short duration with apparently complete subsidence be- 
tween attacks, absence of fever during the acute stage, on- 
set with fever of obscure origin, association of rheumatic 
fever and Marie-Strumpell spondylitis, onset with pericar- 
ditis and pneumonitis and subclinical recrudescence. 


The most valuable common criteria for the diagnosis of 
rheumatic fever in young adults have been (1) arthralgia, 
(2) evidences of carditis, especially abnormalities in the 
electrocardiogram, (3) fever and (4) persistent elevation of 
the sedimentation rate. Other major and minor manifesta- 
tions of rheumatic fever, such as chorea, nodules, cardiac 
enlargement, cardiac failure, pericarditis, diastolic and sig- 
nificant systolic murmurs, abdominal and precordial pain, 
erythema marginatum, epistaxis and pulmonary changes, 
are much less common. 


The diagnosis of carditis, the most important major 
manifestation, has depended largely on significant tran- 
sient electrocardiographic changes, particularly partial auri- 
culoventricular block and inverted T waves in leads 1, 2 or 
4, alone or in combination. Other objective evidences of 
carditis have been less frequently observed. 


Continued fatigability, failuré. to convalesce com- 
pletely, the continuance or reappearance of low grade fever 
or the development of arthralgia, however variable and 
mild, in the weeks following a hzemolytic streptococcic res- 
piratory infection, should lead one to suspect the possibility 
of rheumatic fever. If a patient exhibits these clinical 
manifestations an appropriate clinical and laboratory inves- 
tigation should be carried out. 


MANAGEMENT OF URTICARIA DUE TO PENICILLIN 


PILLSBURY AND OTHERS (J. A. M. A., 133: 1255, 1947) 
writes that on the basis of general principles applicable to 
allergic reactions to drugs and of our experience with 
urticaria due to penicillin the following scheme of manage- 
ment of such reactions is suggested : 


Stop the administration of penicillin immediately except 
possibly in occasional instances in which there is an imme- 
diate critical need on the part of the patient for the drug. 


Administer Benadryl or Pyribenzamine in a dosage of 
50 to 100 mg. three times a day by mouth to adult patients. 
The effectiveness or lack of effectiveness of such treatment 
will ordinarily become apparent. within twelve hours. It 
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may be necessary to administer the antihistamine com- 
pound as: frequently as every four hours, around the clock. 
If the reaction to penicillin is severe or if it is desired to\ 
attempt its administration without interruption the intra- 
venous administration of Benadryl in a dosage of 5 to 
10 mg. given slowly in 20 c.c. isotonic sodium chloride 
solution is advised. ‘The hypnotic effect of its intravenous 


administration is often decidedly startling, and we are not , 


convinced that it does not possibly have some dangerous 
potentialities. 


If the urticaria and accompanying symptoms subside, 
a test dose of 1,000 units of another manufacturer’s peni- 
cillin may be administered intramuscularly, provided that 
facilities for the administration of epinephrine or of Bendryl 
intravenously are at hand. It is recommended that admi- 
nistration of an antihistamine drug by mouth be continued 
during this period. 

If there is no reactaion to the test dose within six 
hours, another dose of between 10,000 and 20,000 units may 
be given. Provided no reaction is evident within four 
hours, the administration of penicillin may be resumed in 
full therapeutic doses, with continued administration of the 
antihistamine compound. 


The dosage of Benadryl or Pyribenzamine may be re- 
duced graduaily over the next two or three days. If the 
urticarial reaction recurs, the dose of antihistamine drug 
should be increased to the level previously found effective. 
However, in some patients it will be possible to discontinue 
such drugs entirely while continuing the administration of 
penicillin. 

During the period of trial administration of penicillin, 
the use of compounds which delay the absorption of peni- 
cillin and maintain the level of penicillin in the serum for 
prolonged periods of time, e.g., penicillin in peanut oil 
and beeswax, is not advised. Penicillin in a form which 
will be rapidly excreted, should a reaction occur, is pre- 
ferable. 


Should readministration of penicillin be found impos- 
sible and should further penicillin therapy be considered 
highly advisable, as in syphilis, for instance, another 
attempt at readministration one or more months later may 
be successful. It is obvious that this should be carried 
out cautiously, with the patient under close observation. 

The prospective wider availability of crystalline peni- 
cillin fractions and of improved antihistamine compounds 
should shortly make the knowledge of the etiology of re- 
actions to penicillin more exact and the means of prevent- 
ing and treating them more effective. The problem is one 
of increasing importance and deserves careful study by 
laboratory and clinical scientists and by manufacturers of 
penicillin. ; 


. 


PENICILLIN IN G. P. I. 


SmirH (Lancet, 1: 665, 1947) writes that seven patients 
with general paralysis of the insane have been treated with 
calcium penicillin intramuscularly. Cases 1, 2, 3 and 4 had 
a first course of 20,000 units three-hourly day and night for 
a total of 1,280,000 units, followed at an interval of a month 
or longer by a second course of 50,000 units four-hourly day 
and night for a total of 2,400,000 units. Cases 5 and 7 were 
given two courses of 50,000 units four-hourly day and night 
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until a total of 2,400,000 units had been given. ‘The second 
course was given a month after the end of the first’ Case 
6 had one course of treatment of 2,400,000 units. 


No penicillin was found in the spinal fluid with such 
dosage. 


A skin reaction developed in case 2, febrile reactions 
in cases 1 and 3, and Jarisch-Herxheimer reactions in cases 
2 nad 6. 


Serological results in the spinal fluid were improved 
with regard to cells and protein, but the colloidal-gold and 
Wassermann reactions were more resistant. The blood 
Wassermann reactions were unchanged. 


Clinical results have been encouraging : 4 patients have 
made a social recovery, 1 has greatly improved, 1 is not 
improved, and 1 died, 


TREATMENT OF SERUM SICKNESS WITH BENADRYL 


PETERSON AND BisHop (J. A. M. A., 133: 1277, 1947) 
report that ten cases of serum sickness have been treated 
successfully with Benadryl hydrochloride; 9 of the 10 cases 
were completely controlled, and the other was. much 
improved, 

Adequate therapy with this drug was found to consist 
of 50 to 100 mg. doses given at six to eight hour intervals 
and continued for the duration of the serum sickness. 


PROTEIN HYDROLYSATES AND DEXTRI-MALTOSE IN PEPTIC 
ULCERS 


Cor Tur (Rev. Gastroenterol., 14: 108, 1947), reviews 
observation on the effects of his hyperalimentation treatment 
in 164 intractable cases of peptic ulcer. He gives protein 
hydrolysate in doses which furnish 0-6 gin. of nitrogen per 
kilogram of body weight, and a carbohydrate, usually salt 
free dextri-maltose, to make up to 50 calories per kilogram. 
There was complete relief of pain from the first feeding 
on in 48; in 82 the pain was relieved in one or two days 
and in 18 from two days to one week. Night pains dis- 
appeared in the first three days in 35, and in the first five 
days in 22. The treatment failed in 16, or about 10 per 
cent of the patients. To these failures must be added 18 
who were unable to tolerate the mixtures. However, since 
the feeding of separate solutions was instituted, i.¢., the 
dextri-maltose following the hydrolysates, there have been 
failures due to intolerance in over 30 consecutive cases. 


TRANSFUSION OF ASCITIC LIQUID IN ASCITIC CIRRHOSIS 


Oivera (Rev, de Gastroenterol., 11: 27, 1946, Ref. 
J]. A. M. A., 113: 1317, 1947) based this treatment on the 
facts that (1) in patients with ascitic cirrhosis of the 
Laennec or Banti type the plasma proteins are low, where- 
as the proteins in the ascitic liquid are high, (2) proteins 
favour liver function and (3) they are absorbable by the 
peritoneum. He administered the ascitic liquid to 18 patients 
with that type of ascites. The liquid was injected directly 
from the abdomen intravenously by means of an apparatus 
for transfusion without any modification of the ascitie 
liquid but just as it was found in “free” ascites. The total 
quantity for an injection was from no definite figure up to 
1,000 c.c. The total amount administered varied from 2 
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to 10 liters. In 4 of the 18 patients the treatment began 
very late in the course of the disease. Five patients were 
cured; 3 are still under treatment. In the rest great im- 
provement was noted. One of the patients had brucellosis 
as the cause of his Banti’s syndrome. In general the treat- 
ment results in improving the opportunity of the patient 
for a more favourable reaction to the proper medical, biolo- 
gic, vitamin and physical therapy in modern use as well 
as to the proper diet. The article is a preliminary report. 
The author concludes that the treatment is harmless. It 
improves the liver functions, is economical, is reliable and 
is indicated only in ‘‘free’’ ascites due to lLaennec’s 
cirrhosis or Banti’s syndrome. 


TREATMENT OF STARVATION 


Our knowledge of the effects and treatment of starva- 
tion has increased unmeasurably during the last few years. 
The scanty data available in the early years of the late war 
have been shown to be largely inaccurate. The first fact 
which surprised many was the rarity of specific deficiency 
diseases in Europe when all food was scarce and a severe 
shortage of vitamins was to be expected. The cause of this 
appears to be twofold. First, starvation or semi-starvation 
lowers the metabolic processes and the requirement of 
vitainins and other essential nutrients. Secondly, in Europe, 
the shortage of food led to the introduction of breads of 
high extraction and an increased consumption of all types 
of vegetables, resulting in a proportionately higher intake 
of vitamins and mineral elements such as iron than are 
found in more refined normal diets. Some nutritionists had 
foreseen this and had realised that the problem of reirstate- 
ment would be mainly one of calories. Conditions were 
different among prisoners in the Far East, where the inade- 
quate food was also appallingly deficient in vitamins, so 
vitamin deficiency diseases were rife. In European con- 
centration camps, on the other hand, what was encountered 
was simple gross starvation. There was comparatively little 
famine oedema, but severe diarrhoea was so common as 
to lead to the diagnosis of bacillary dysentery; mental 
apathy and physical lethargy were intense, yet people on 
the verge of starvation were often so finicky about their 
food as to refuse to eat what they disliked. In other res- 
pects the extreme loss of fat and muscular tissue, the 
lowering cf the hzemoglobin and plasma-protein levels, and 
the. high incidence of tuberculosis—the effects had been 


expected. 


The greatest change has been in our views on treat- 
ment. On theoretical grounds, it had been believed that 
a valuable measure in the early stages pf the treatment of 
severe cases was the parenteral administration of protein 
hydrolysates (MAGEE, Proc. Roy. Soc. Med., 38: 388, 1945). 
There was some evidence from India to support this belief 
(NARAYANA AND KRISHNAN, Indian M. Gaz., 79: 160, 1944). 
But it was soon found that only in a very few cases, where 
it was impossible to feed the patients by mouth, were 
these preparations useful (VAUGHAN, Proc. Roy. Soc. Med., 
38: 395, 1945). In almost all patients excellent results in 
initial stages of treatment were obtained by oral feeding 
and skim milk was better for this purpose than the usually 
very unpalatable protein hydrolysates. Lipscomb (Lancet, 
1: 313, 1945) gave skim milk, sugar, salt, and compound 
vitamin tablets for 3 or 4 days. This diet, which pro- 
vided about 800 calories daily, was followed by one of 
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about 1,750 calories and finally by one of 3,000 calories 
daily. The results reported by Dr. Murray (Lancet, 1: 
307, 1947) suggest that, at least after the initial stages, a 
much higher calorie intake than 3,000 is advisable. When 
his patients were seen, 2 or 3 weeks after liberation, they 
were still some 23% below their normal weight and still 
apathetic and dull. Within a very short time on a diet of 
enormous calorie value of nearly 8,000 daily they improved 
greatly. They gained over 2 kg. in weight in one week 
and continued to gain rapidly, though at a decreasing rate, 
for the whole of the 23 days during which they were 
observed. The most surprising feature was the tolerance 
which the patients showed to this huge intake. Not only 
were there no apparent ill effects but the rate at which 
they gained weight suggests that the diet was very well 
utilised. 


Would it have been possible to give diets of such 
magnitude earlier? It is said that in the first stages of 
treatment large amounts of food are harmful and may 
actually cause death. Yet Leyton (Lancet, 2: 73, 1946) 
observed that Russian prisoners often ate large meals in 
the earlier stages of recovery with no untoward effects. It 
seems likely that, at any rate after the first few days, large 
diets such as those used by Murray would have accelerated 
recovery. The most encouraging lesson of Murray’s expe- 
rience, however, is that once improvement begins it nor- 
mally leads to an uneventful and complete recovery.— 
Lancet, 1: 528, 1947. 


PLEURISY DUE TC AMG:BIASIS 


CARRUTHERS (J. Trop. Med. & Hyg., 50: 12, 1947) 
states that a plastic pleurisy or pleurisy with effusion with- 
out involvement of the lung, associated with amoebic hepa- 
titis and not necessarily with abscess of the liver, is a 
common occurrence, the amoebic hepatitis often being of 
such a mild nature as frequently to be overlooked. A 
series of 5 representative cases is reported to bring out 
the salient facts on which the diagnosis of this syndrome 
can be based. The important diagnostic points are the 
presence of liver enlargement, of liver teriderness of heavy 
first percussion, of a history suggestive of amicebic colitis 
or of Endameeba histolytica in the stools, the presence of 
an irregular, sluggish or high right diaphragm on fluoros- 
copy, and the absence of any indication of tuberculosis. 
The author thinks that any of these findings in the pre- 
sence of pleuritis or of pleurisy with effusion justifies a 
trial of antiamcebic therapy for the treatinent of the 
pleuritis. 


AGRANULOCYTOSIS COMPLICATING INDIAN KALA-AZAR 


Sen Gupta AND CHAKRAVARTY (Indian M. Gaz., 82: 11, 
1947) write that three cases of agranulocytosis complicating 
kala-azar are reported and the clinical features discussed. It 
has been found that the usual lesions affecting the mucous 
membrane of the mouth and the pharynx may be very in- 
conspicuous or even absent in some cases. The high fever 


that is associated with agranulocytosis persists even when 
there is no apparent infection anywhere and the slight in- 
fections present are entirely relieved by penicillin, till about 
250 or more neutrophil cells appear in the peripheral 
blood. 
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The treatment of this condition is discussed. Penicillin 
relieves the oral. lesions if present and it can prevent secon- 
dary infection with a large group of organisms. The well- 
known leucopoietic agents, pentnucleotide and whole liver 
extract should be administered in full doses. The specific 
treatment for kaia-azar with pentavalent antimonials should 
be given in previously untreated cases. But in the cases 
where agranulocytosis develops during antimony treatment 
it is preferable to withhold the specific treatment of kala- 
azar till this complication has been relieved. The treatment 
should include general supportive measures, viz., adequate 
nourishment and finid intake, and symptomatic treatment for 
toxzemia, circulatory failure, etc. 


TREATMENT OF INTESTINAL WORMS WITH INDIGENOUS DRUGS-- 
ButEA, EMBELIA AND KAMALA 


MUKHERJI AND BHADURI (Indian M. Gaz., 82: 66, 1947) 
write that the indigenous drugs Butea, Embelia and Kamala 
were tried in hookworm, ascaris, tenia and hymenolepis in- 
festations of man. 

These drugs have no effect on hookworm and tape- 
worm. 

Butea and Embelia (fresh seeds of Butea frondosa and 
dried fruits of Embelia ribes and E. robusta ground up 
finely) are better than santonin and equally as good as oil 
of chenopodium in the treatment of ascariasis. 


PARENTERAL QUINACRINE IN MALARIAL FEVER 


BASUMULLICK AND Gupta (Indian M. Gaz., 82: 193, 1947) 
write that quinacrine hydrochloride in the treament of 
malarial fever has been used parenterally in 6,497 cases very 
effectively with a mean relapse rate of 11-6 per cent. 

Parenteral use of the drug has reduced the labour 
absenteeism and consequent loss of wages by fully 50 per 
cent. 


There were only two cases of major mental symptoms 
among 6,497 parenterally treated cases who completely re- 
covered by the 4th day and the minor symptoms of intolera- 
tion were out-weighed by the antimalarial efficiency of 
the drug. There was no fatality in the series of 6,497 cases. 


Parenteral use of quinacrine is a very effective armament 
in our hands in a fight against malaria in an epidemic par- 
ticularly among the labour forces. 


PROMIZOI1.E TREATMENT OF LEPROSY 


FAaGET AND OTHERS (Public Healih Rep., 61: 957, 1946) 
at the National Leprosarium, Carvile, La., have presented 
a preliminary report on the treatment of leprosy with 
promizole which is a derivative of diamino-diphenyl sual- 
phone-diamino-5-thiasolyphenyl sulphone. Promizole is less 
toxic than promin which is another derivative of diaminc- 
diphenyl sulphone, reported favourably in the treatment of 
leprosy. The present report is a preliminary report based 
on 7 cases treated for a period of at least 1 year. Originaliy, 
treatment was started in 11 cases; in 4 it had to be dis- 
continued, in two patients because of the toxic reactions, 
and in another 2 for other reasons. ‘The treatment was 
started with a dose of 0-5 gramme given three times daily, 
the dose was gradually increased to 2 grammes given three 
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times daily over a period of several weeks. All the 7 
patients have tolerated the drug well in doses up to 6 
grammes daily. At the end improvement has been seen in 
all the 7 cases. The authors conclude that promizole is 
well tolerated by patients with leprosy and that clinical 
improvement occasionally can be demonstrated more quickly 
with promizole than with similar sulphones such as promin 
and diasone. The authors feel that the therapeutic results 
so far obtained with promizole are sufficiently encouraging 
to warrant further clinical study. ; 


DIASON IN THE TREATMENT OF Lerrosy 


FAaGET AND OTHERS (Pub. Health Rep., 61: 960, 1946) 
at the National Leprosarium, Carville, La., summarize the 
results in 104 patients of leprosy treated during the past 
2% years with diasone which is a derivative of diamino- 
diphenyl-sulphone. In all cases the drug has been used 
by mouth in daily doses varying for adults from 0-33 gramme 
to 1 gramme and for children from 0-17 gramme to 0°5 
gramme. 


In about 30 per cent cases the treatment had to be dis- 
continued because of toxic reactions or other causes, in 
about 7 per cent the treatment has been carried only for 
less than 6 months, and in the remaining 63 per cent cases 
(66 cases) the treatment has been carried for 6 months or 
longer. Of these 66 cases there is objective improvement 
in specific leprous lesions in 65 per cent of the patients; in 
another 12 per cent the improvement is limited to changes 
in various non-specific infections which appear to benefit 
from diasone therapy; in the remaining 23 per cent the 
improvement is largely subjective and no demonstrable 
change is claimed; there are no cases that are clinically 
worse. The authors conclude that diasone is suitable for 
oral administration and that patients with leprosy usually 
improve clinically within the first six months of treatment 
on a dose of 1 gramme daily for the adult. 


TREATMENT OF LEUCODERMA AND THE TECHNIC EMPLOYED 


Rar (Indian J. Radiol., 1: 45, 1947) writes that a total 
of 198 cases of leucoderma varying in size from small patches 
to very extensive areas have been treated during the last 
six years. The first dozen cases were treated by super- 
ficial x-ray therapy, and all the rest of the cases have been 
treated by ultra-violet ray therapy. The success rate 
(according to the author) has been over 90 per cent. The 
lips, the tips of finger, and palin are the most difficult part 
to treat. These take considerably longer time for repig- 
mentation. The lips are the most delicate and any little 
error in the judgment of the dose gives a biister which 
retards the progress of the treatment. 


The following technic has been followed by the author : 
In the absence of any contra-indications, the patients are 
given 0-01 gm. of myocrysin parenterally once a week or 
ten days. A maximum of ten such injections are given. 
The lesions are exposed to ultra-violet radiations and the 
dose is gradually worked up to a point when a persistent 
mild erythema appears over the white spots. This stage of 
reaction is maintained day after day when one of the two 
things will happen. Either (1) a number of small islands 
of natural pigment appear scattered here and there on the 
depigmented areas and begin to grow slowly and coalesce. 
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Or (2) the natural pigment begins to creep in from the peri- 
phery of the lesion and cover the depigmented areas. This 
stage is usually reached in about eight to twelve weeks 
when the treatment is discontinued. Thereafter this pro- 
cess of repigmentation goes on without any further treat- 
ment until the whole lesion is completely repigmented or 
after progressing to a certain extent it may stop. If this 
latter happens, further treatment is indicated. 


In the recent series of cases the author has used 15 
per cent oil of Bergoment in rectified spirit as an external 
application before exposure to ultra-violet rays. This 
appears to hasten the advent of the erythematous reaction, 
thus shortening the course of treatment to a certain extent 
and hence can be used as a useful adjunct to the treatment. 


RESULTS OF PREFRONTAL LEUKOTOMY 


The operation of prefrontal leukotomy was introduced 
by Moniz of Lisbon in 1935 for the treatment of certain 
forms of mental disease. The idea was to break the con- 
nection bebtween the patient’s thoughts and his emotions, 
thus relieving mental tension. The frontothalamic tract, 
which connects the prefrontal area with the thalamus, is 
divided with this object. It is now possible to assess the 
results in a large number of cases treated in England. In 
1935 the Board of Control (which controls the administra- 
tion of all mental institutions) started an inquiry into the 
results in 1,000 cases. The operative risks include death 
from hemorrhage (19 cases in the series) or from a com- 
plication such as bronchopneumonia (4 cases), meningitis 
(3 cases), cerebral abscess, respiratory failure, subdural 
hzematoma or empyema (of each 1 case), development of 
epileptiform fits or other postoperative symptom, and 
changes of personality. The surgeon cannot be certain of 
cutting the frontothalamic fibres. In a case recorded by 
A. Meyer a schizophrenic patient did extremely well, be- 
coming happy and unworried. But when he died of cancer 
of the esophagus eighteen months later necropsy showed 
that the frontothalmic fibres had not been cut and the 
nucleus medialis dorsalis has not been degenerated. Hence 
it is suggested that damage anywhere in the brain may have 
a beneficial effect in some of the cases. 


Of the 1,000 cases 348 occurred in males and 652 in 
females. For statistical purposes the cases were grouped 
under the diagnoses of schizophrenia; manic-depressive in- 
sanity ; neurosis (a) obsessional,-(b) other; postencephalitic 
states; mental defect; epilepsy; various. Patients dis- 
charged recovered amounted to 24-8 per cent and improved 
to 105 per cent making together 35-3 per cent of the 
patients treated. Of these 9:3 per cent relapsed, only 1 per 
cent were made worse by the operation; 24-7 per cent re- 
mained in the hospital unchanged. Of 6 per cent who died 
only half did so as a result of the operation; in 19 of these 
hemorrhage was the cause. Fits after the operation were 
reported in 3-3 per cent; only in 2-1 per cent was there 
more than one fit. For the schizophrenic patients treated 
there was a discharge rate—recovered or improved—of 23 
per cent, excluding those who relapsed. For the manic- 
depressive patients the discharge rate was fifty per cent. 


The board concludes that prefrontal leukotomy is usually 
a simple operation for the patient, if not always easy for 
the surgeon. Complications are rare, and the death rate 
cannot be said to be high when the seriousness of the 
established mental disorder is taken into account. Re- 


CURRENT MEDICAL LITERATURE 








Vol. XVI, No. ti 
AUGUST, 1947 


markable improvement in mental behaviour follows in a 
large percentage of patients who have had severe symp- 
toms with poor prognosis and have failed to respond to 
other treatment. Many are discharged from the hospital 
and others have become more placid and easier to nurse, 
The operation should be done only after each case has 
been carefully considered by experienced psychiatrists,— 
J. A. M. A., 133: 1234, 1947, 


FRACTURES OF NECK FEMUR 


BoyD AND GEORGE (J. Bone & Jt. Surg., 29: 13, 1947) 
present the complications and end results of internal fixa- 
tion of 300 acute central fractures of the neck of the femur. 
Smith-Petersen nails were used in 285 of the hips, and 
Knowles pins were used in 15. On the basis of the results 
obtained the authors conclude that fracture of the neck of 
the femur has the following prognosis: mortality, 9-3 per 
cent; poor end result, 28:1 per cent, including ununited 
fractures and severe arthritic changes; a fair end result, 
19 per cent, and a gcod end result, 43-6 per cent. It appears 
that the number of patients with severe arthritic changes 
in the hip will exceed the number with nonunicu. The 
problem of rehabilitation and treatment of patients with 
severe degenerative arthritic changes may become more 
important than the treatment of those with ununited frac- 
tures. 


VENOUS THROMBOSIS 


AYCOCK AND HENDRICK (J. A. M. A., 133: 1258, 1947) 
observe that venous thrombosis is a frequent complication 
and is seen in both medical and surgical patients. It occurs 
more frequently in the older age groups of patients. 


Patients who have cancer, cardiac diseases, serious in- 
fections, disease of the peripheral veins, the hzmatic dyscra- 
sias and trauma are more prone to have this complication 
develop. 


In phlebothrombosis, the thrombus most frequently deve- 
lops first in the plantar veins and in those of the calf 
muscle and propagates itself into the deep veins of the 
thigh and pelvis. Pulmonary embolism is a frequent com- 
plication. 


Thrombophlebitis completely occludes the vein and 
usually begins in the deep veins of the thigh and usually 
begins in the deep veins of the thigh and pelvis. Pulmo- 
nary emboli are infrequent, but a painful, edematous leg 
often results unless appropriate treatment is administered 
early. 


Thrombectomy and ligation of the affected vein above 
the thrombus is the rational treatment for phlebothrombosis. 


In thrombophlebitis blocking of the sympathetic gang- 
lions with procaine hydrochloride and monobromosaligenin 
(Bromsalizol) effects a cure. 


SHORT WAVE THERAPY OF PLEURISY WITH EFFUSION 


SincGH (Indian J. Radiol., 1: 50, 1947) writes that short 
wave therapy is a simple measure, easy to administer and 
manipulate. This treatment cured the majority of patients 
having pleurisy with effusion. It relieves the pain and 
temperature. Aspiration of the pleural fluid during the 
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treatment (except in cases where dyspnoea is present) is not 
essential before starting the treatment. No complaints or 
after-effect has been noted, except slight giddiness during 
treatment and slight headache after treatment. No burns 
(superficial or deep) has been noted. Pregnancy is no bar 
to this treatment. The more acute the process the lesser 
is to be intensity of the electric field and shorter the time 
of exposure required for its beneficial effects. Short wave 
treatment has no prophylactic action on the development 
of postpleuritis tuberculosis. 


PENICILLIN IN DIPHTHERIA AND DIPHTHERIA CARRIERS 


KARELILZ AND OTHERS (J. Pediat., 30: 18, 1947) admi- 
nistered penicillin to persons actually ill with diphtheria 
and convalescent carriers. The results were encouraging in 
the treatment of 5 convalescent carriers and 6 patients with 
faucial diphtheria. The presence of diphtheria among pri- 
soners of war and among American soldiers in the European 
Theatre of Operations afforded the opportunity to investi- 
gate these problems. The study was undertaken simul- 
taneously in five hospitals. Patients with faucial diphtheria 
treated with antitoxin and penicillin, the latter injected 
intramuscularly every three hours until three consecutive 
negative nose and throat cultures were obtained daily, were 
rendered diphtheria negative more rapidly than were the 
patients who received antitoxin and no penicillin. Carriers 
of virulent Corynebacterium diphtheria were likewise ren- 
dered free from the bacteria by treatment with penicillin. 
Penicillin applied locally in the form of nose drops or as 
nasal spray was not effective in faucial diphtheria but 
seemed more promising in the treatment of carriers. Peni- 
cillin was ineffective in preventing toxic complications of 
diphtheria but seemed tc hasten the clearing and further 
the development of complications due to pyogenic organisms. 
Penicillin should not be used as a substitute for diphtheria 
antitoxin, 


RUBELLA AS A CAUSE OF CONGENITAL DEAFNESS 


CLAYTON-JoNES (Lancet, 1: 56, 1947) says that an in- 
quiry has been made in schools for the deaf in England 
to ascertain whether the association established in Australia 
between maternal rubella in the first three months of 
pregnancy and congenital defects, mainly cataract, deaf- 
mutism and heart lesions, could be confirmed. At one 
school with 18 children 8 mothers gave a definite and 1 a 
probable history of rubella in the second to fourth months 
of pregnancy. In three larger schools a maternal history 
of rubella in pregnancy was obtained in 11 out of 123 
children. Deaf children with a maternal history of rubella 
were found to have a bilateral, incomplete, inner ear deaf- 
ness usually fairly uniform throughout the frequency range. 
Difficulty in feeding during infancy was commonly reported, 
and examination showed a tendency to deformity of the 
jaw, pigeon chest and atonic musculature; no cataract cr 
heart lesion was detected. Notifications at Manchester show 
that the rubella epidemic of 1940 was peculiar in involving 
an unusually high proportion of young women. An attempt 
should be made to protect pregnant women against rubella 
in the first four months of pregnancy. 









NOTES & NEWS 


COLLEGE OF PHYSICIANS & SURGEONS, BOMBAY 


Out of 17 candidates who appeared at the D.O.M.S. 
Examination held in June 1947, the following four have 
passed : 


Contractor, Noshir Ardeshir, Damle, Nilkanth Mahadeo, 
Dudhia, Kamchandra Laxmanbhai. Vasavada, Dolarlal 
Madhavlal 


MEDICAL COUNCIL OF INDIA 


Intimation has been received from the Registrar, General 
Council of Medical Education and Registration of the United 
Kingdom, to the effect that that Council has recognised for 
the time being the M.B., B.S. degree granted by the Andhra 
University with effect from the 11th January, 1947, and the 
holders thereof shall be entitled to be registered accordingly 
in the Colonial List of the British Medical Register. 


FIVE YEAR PLAN OF SOVIET MEDICAL SCIENCE 
CENTRE 


Dr. Wolf Fried writes: 

World War II was still at its height when the Soviet 
Government adopted decision on the organization of the 
Academy of Medical Sciences—the highest seat of medical 
learning in the U.S.S.R. Only two years have passed since 
then, a term that is comparatively short for the develop- 
ment of the work of such a complex and ramified institu- 
tion which directly controls 25 scientific-research institutes 
in addition to various stations and laboratories. 

In this short period of time, however, much has been 
achieved both from the organisational and the scientific 
point of view. The third session, which took place in 
Moscow in November, 1946, was attended by prominent 
Soviet medical men and scientific workers from all parts 
of the Soviet Union, to the total number of 2,000 persons. 

According to the report on past activities delivered on 
behalf of the Presidium by Academician I. Davydovsky, 
during the past year the Academy organised 24 expeditions 
in which over 200 scientists took part. These expeditions 
studied infectious virus diseases, questions of sanitation and 
hygiene in the city of Stalingrad now under reconstruction, 
the acclimatisation of the population in the Arctic. An 
expedition sent in search of new medicinal herbs and plants 
covered over 10,000 kilometers. 

The magnitude of the scientific activities of Soviet 
medical men was reflected in the 18 papers on important 
theoretical researches that were heard by the session. 

Outstanding amongst these are the researches conducted 
by the late Academician Nikolai Burdenko on the modern 
theory of wounds and methods of their treatment. Burdenko 
showed that with the help of such antiseptics as sulphani- 
lamides and penicillin an effective war could be waged 
against microbes that had penetrated deep into the tissues. 
The introduction of these disinfecting remedies into an 
artery not far from the seat of the infection enables them 
to penetrate rapidly and in stroing concentrations into the 
nidus and act upon the bacteria developing there. The 
late learned surgeon proved that no danger attended the 
introduction of sulphanilamides and penicillin into the 
carotid in cases of inflammation of the brain. 
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Deserved interest was aroused by the new work of 
Academician N. Anichkov who, on the basis of comprehen- 
sive experimental data, elaborated an original method of 
research facilitating the solution of the problem of the 
origin of infectious diseases. This method makes it pos- 
sible to reproduce infectious processes by injuring various 
anatomical and physiological frotective apparatus in the 
organisin. ‘ ; 

By destroying the natural protective epparatus in ani- 
mals, Anichkov artificially caused appendicitis, inflammation 
of the gall ducts, purnlent plenrisy. In these cases the in- 
fection was not due to the introduction of microbes from 
the outside but to infection of the animal's orgamisin by 
its own microflora or by microbes from the environment in 
direct contact with the organism. This method of research 
makes it possible to study the process of infection from 
the moment of its origination. 

The valuable results of a study of changes in the 
protop'asm of the cells in injuries and excitation were 
reported by D. Vasonov. This paper was accompanied by 
a film shot with the aid of a microscope. 

By the example of an isolated, living muscle-fibre it 
was shown how excitation spreads and contraction of the 
muscles takes place. 

G. Frank spoke about the researches now proceeding 
into the bological action of radiation. Frank established 
that an ordinary quartz-glass lamp gives off two forms of 
ultra-violet rays—short and long waves—which have a dif- 
ferent healing effect. He has designed a lamp which gives 
only short-wave rays. This is of great practical importance 
in physio-therapy. 

The session learned about the latest researches into 
internal membranes, which have been carried out by one 
of the talented young ‘Soviet scientists, Professor M. Baron. 
His works on the study of the pleura, peritoneum and peri- 
cardium provide medica! science with an absolutely new 
picture of the structure of membranes and a new under- 
standing of the processes taking place during such illnesses 
as inflammation of the pleura, peritonitis, pericarditis, and 
so forth. 

A special sitting was devoted to questions of the treat- 
ment of war invalids suffering from wounds of the thorax 
and injuries to the nervous system. The papers on re- 
searches into the pathogenesis of cancer, read by L. Zilber 
and I,. Shabad, were heard with profound attention. .Accord- 
ing to Zilber, the virus theory of the origin of cancer, 
to which he himself adheres, cannot be put down to the 
theory of infection. The scientist considers that the viruses 
of tumours differ from the germs of infectious processes 
and that sufficient grounds exist, justifying their classifica- 
tion as an independent group of morbific agents. 

In recent years a number of new observations were 
accumulated in Shabad’s laboratory relating to the origin 
of cancer of the mammary glands in mice, the so-called 
lactic factor, which was discovered by serological methods ; 
this opens new roads for further research. 

The papers of Zilber and Shabad gave rise to a lively 
lively discussion on the role of endogenic and exogenic fac- 
tors in the development of malignant tumours. 

The compietion of the first stage in the organisational 
construction of the Academy permitted its presidinm to 
take up questions dealing with the planning of medical 
science. As a result, the Five Year Plan of research for 
the Academy was submiitted to the session for approval. 
This difficult task, undertaken on such a scale for the first 
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time, met with the general approval of Soviet scientists. 

Speaking of the tasks included in the Academy’s plan 
of research for 1946-50, P. Anochkin noted that this docu- 
ment formed an inseparabie pert of the great Stalin plan 
of restoration and development of the national economy 
of the U.S.S.R., the further growth of Soviet science and 
culture. 

The elaborated plan is a measure intended to unite, 
organise and direct scientific thought, to establish inter- 
connections between different lines of research for their 
mutual enrichment. Such a plan will facilitate the accom- 
plishment cf the major methodological requirements—unity 
of analyses and synthesis in research. 

With a view to the tasks confronting the Soviet health 
services in the sphere of eliminating the sanitary conse- 
quences of tle war, the Academy is to elaborate effective 
methods promoting rapid vocational rehabilitation of wer 
disabled and a further improvement in the general health 
of the population. The country expects it tu solve impor- 
tant problems of hygiene. 

The plan includes a number of extremely complex pro- 
blems of a theoretical nature. As an example we may cite 
the problem of the reacticn of the organism to a morbific 
agent and the latter’s entrance into the human organism. 
These tasks will engage the attention of the Institutes of 
Physiology, No:mal and Pathological Morphology, Bacterio- 
logy, and others. 


Prine importance is also attached to the study cf 
nervous activity, the origin of malignant tumours and their 
prophylaxis and treatment, problems of blood transfusion, 
the treatment of tuberculosis, ulcerous diseases, hypertonia. 

A specific feature of the plan is the complex study of 
various problems by several theoretical and clinical insti- 
tutes simultaneously. 

The Academy’s Five Year Plan consists of a number of 
sections. The first of these is devoted to the major tasks 
of the health services in the post-war period. These deal 
with the scientific principles on which Soviet health pro- 
tection is based, the traces left by the war on the health 
of tke population and on the country’s medical devices and 
measures for the elimination of- these after-effects, hygie- 
nic norms and amelioration measures, as well as questio-is 
of maternity and infant welfare, the health of industria! 
workers, diet problenis. 

The second section covers the treatment of war traumas. 
A study is to be made of the questions of restoring the 
functions after war traumas, biological infection of wounds, 
traumatic shock, the problem of pain. 

The third section deals with problems of infection, both 
theoretical and practical : infection and immunity, epidemio- 
logy and specific pathology, helminthology, ultra-viiuses, 
tuberculosis, sepsis. 

The fourth section is devoted to such important pro- 
blems of clinical medicine as malignant tumours, hyper- 
tonic and ulcerous diseases, problems of hematology. 

In the fifth section we find the question of physiological 
regulation and methods of influencing it; in the sixth—the 
physiology and pathology of nervous activity; in the 
seventh—different questions of theoretical medicine—general 
physiology and pathology of cells, the growth and deve- 
lopment of the organism under norma! and pathological 
conditions, metabolism and digestion and the history of 
medicine. 

The accomplishment of this plan is ensured by the vast 
material and financial means allotted by the Soviet Govern- 
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nient, and the provisions made for the training of the 
necessary personnel in research institutes within the next 
five years. 

The Academy will draw into its system the most talented 
research workers of scientific-research institutions. In the 
course of the five years, 140 persons working for their 
doctor’s degree and 600 post-graduates preparing for their 
niaster’s degree will be enrolled in the Academy, which 
in 1951, will comprise some 2,200 scientific workers. 

By secret ballot the session elected a new president of 
the Academy Nikolai Anichkov, and three new smeinbers-- 
A. Vishnevsky, R. Fronstein and P. Kupalov. 

Professor Nikolai Anichkov, elected in place of the late 
Nikolai Burdenko, is a prominent scholar in the sphere of 
pathological anatomy and pathological physiology. Over 
100 scientific works have conie from his pen and over 400 
workers have been issued by the school founded by him. 


Anichkov's original conception of the pathogenesis of 
atherosclerosis won world-wide acknowledgement and has 
formed a. foundation for the elaboration of the prophylaxis 
and trertinent of this severe ailment. 

Alexander Vishnevsky, new member of the Academy, 
is one of the most prominent Soviet surgeons. He is well- 
known abrcad for his innovations and experiments. Vish- 
nevsky’s proposals of the novocaine blockade, oil-balsam 
dressings and so forth are being widely used in world surgi- 
cal practice. 

Richard Fronstein is the founder of Soviet urology as 
a special branch of medicine. He is not only an eminent 
surgeon-uro’ogist but a profound research worker. Fron- 
stein has solved a number of vital problems of urology con- 
nected with diseases of the urinary system that are hard 
to diagnose. Fronstein’s authority as a scientist is immense 
both in the U.S.$.R. and abroad. 

P. Kupalov is one of the most eminent followers of 
the great Russian physiologist Ivan Pavlov. 

The Session approved the election of 45 corresponding 
members chosen by the departments of the Academy. 
These include the most talented representatives of various 
branches of Soviet medical science. The rapid growth of 
this centre of science is due to the great and important 
tasks with which it has been confronted by the Sovieet 
Government. 

The successes achieved by the Academy’s institutes, 
the increase in scientific personnel, the comprehensive Five 
Year Plan of research, drawn up for the first time in the 
U.S.S.R., all reflect the growth of Soviet medical science 
based on the progressive Soviet social and state system. 


The great solicitude displayed by the Soviet Govern- 
ment for men of science and for the further development 
of science is a guarantee of future successes of Soviet medi- 
cine which has given the world such bold innovators, ex- 
perimenters and research workers. Burdenko, Abrikosov, 
Anichkov, Orbeli, Bykov, Paviovsky, Stern, Zbarsky, Filatov 
and many, many others are ali men whose talents developed 
as the result of the advantages offered by the Soviet system. 

Enjoying the support of the entire people and of Joseph 
Stalin personally, Soviet medical science, developing in an 
atinosphere of bold and coustructive criticism, brings to 
the fore more and more new research workers who boldly 
break obsolete traditions and norms if such hinder the 
progress of science. 







IX MAHARASHTRA AND KARNATAK 
PROVINCIAL MEDICAL CONFERENCE, 
BELGAUM 


Presidential address delivered by Dr. N. L. Ranade, B.a., 
M.B.B.S., Poona at the Ninth Session of the Maharashtra and 
Karnatak Provincial Medical Conference held at Belgaum 
on 2nd May, 1947: 


Dr. Harekar, brother delegates, ladies and gentlemen, 


I can conceive of no greater honour than the one you 
have bestowed upon me to-day, by electing me to preside 
over the deliberations of this, the Ninth Maharashtra and 
Karnatak Provincial Medical Conference held under the 
auspices of the Indian Medical Association. Let me there- 
fore very sincerely thank you ail and the different branches 
of our Provincial Branch for this act of kindness. Let me 
assure you that I will try my best to fulfil the responsi- 
bilities placed upon me with the co-operation and good-will 
of you all, 


MAHARASHTRA AND KARNATAK PROVINCIAL BRANCH 
AND ANNUAL CONFERENCES 


Ladies and gentlemen, you will reinember that the idea 
of Annual Conferences originated with Dr. B. V. Mulay, 
M.S., of Sholapur, and that the -tirst conference was held at 
Sholapur in the year 1936. With the co-operation and 
synipathies of some of our colleagues, the conference turned 
out a great success under the Presidentship of Dr. M. D. D. 
Gilder, a distinguished member of our profession, who is 
now the Minister of Health of our province for the second 
time. The idea of establishing a Provincial Branch of 
Maharaslitra end Karnatak under the auspices of the Indian 
Medical Association had not fully taken shape at the 
time. It was, however, felt by all the members who 
attended this first conference that an effort in that direction 
should be seriously made and that the medicos in 
Maharashtra and Karnatak, whese problems in almost all 
respects were of an identical nature, should be gathered 
together under one organization having a common objec- 
tive. It was realised that such an organization would be 
the most effective wav to imprcve the status, standard and 
usefulness of the profession, as only by co-op?rative think- 
ing and action, reforms could be brought about and 
grievances redressed. The Annual Conference was held 
again in 1937 and 1938 at Kolhapur and Hubii respectively 
and it was marked with great enthusiasm and sincerity as 
well as a keen desire to meet together and discuss prob- 
lems of the medical profession. When therefore the Con- 
ference met for the 4th time at Nasik in the year 1939 
under the Presidentship of Dr. V. R. Khanolkar of Bombay, 
another distinguished member of our profession, it was 
resolved to establish a Provincial Branch for Maharashtra 
and Karnatak with its cffice and headquarters at Poona, 
Rules and Regulations were frained at a special meeting 
convened for the purpese in Poona, and it was decided to 
submit these for approval at the next annual conference. 
Accordingly at the next conference held at Ahmednagar in 
1940 under the presidentsihp of Dr. N. A. Purandare of 
Bombay, who is so we!l-known to all of us, these Rules and 
Regulations were approved, the office-bearers were elected, 
their duties defined and everything necessary to make this 
Branch a properly constituted one, was done. Our Pro- 
vincial Branch is now a registered body under the Societies 
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In the year 1941, the Sixth Conference 


Registration Act. 
was held at Poona, its Provincial Headquarters, under the 


Presidentship of Dr. B. V. Mulay of Sholapur. At this 
Conference a number of resolutions were passed and the 
Provincial Council was empowered to give effect to these, 
through regular Council meetings, as also to attend to 
various problems which arose out of war conditions and 
unprecedented difficulties confronting the medical pro- 
fession. But the obstacles and difficulties which presented 
themselves before the Council were of such a magnitude 
that it was found impossible to hold conferences in the 
years 1942 and 1943 for want of boarding, lodging and other 
facilities. ‘This period of inactivity was brought to an end 
when the Sholapur Branch came forward and infused life 
and vigour into the conference. At great personal sacrifice 
and inconvenience our friends there made it possible for all 
of us to meet as before in a Conference in December 1944 
under the Presidentship of my friend Rao Bahadur 
Dr. R. K. Naidu of Poona, a well-known doctor and public 
worker with a vast experience of work in municipal and 
other fields of public service. The Sholapur Conference 
dealt with varied problems as well as difficulties that had 
beset the profession due to war conditions. Up-till now 
the meetings of the Council used to be held at the Head- 
quarters in Poona. But as very few members of the Council 
from outside Poona could attend such meetings due to 
difficulties of travelling, it was felt necessary to hold at 
least one Council meeting in a year outside Poona. So, in 
February 1946, the Council meéting was specially called at 
Hubli, where our friends made all the necessary arrange- 
ments in connection with the same. In May 1946, the 
Eighth Annual Conference was held at Bijapur under the 
Presidentship of Dr. S. R. Gore of Hubli who, as you all 
know, can be called a pioneer in introducing surgical work 
in private practice and who, by his age, saintly habits and 
philosophic thinking, is revered by every one of us. The 
resolutions passed at the Bijapur Conference were enthu- 
siastically followed up as could be seen from the response 
received from different authorities concerned. The prece- 
dent, thus set, of holding a Council meeting outside the 
Headquarters of Poona was followed up by convening a 
meeting at Nasik a few months ago, and now, Ladies and 
Gentlemen, we meet to-day in this beautiful town for the 
Ninth Conference. Our Provincial Branch has 23 Branches 
affiliated to it with a membership of over 500. We have 
been able to establish and strengthen a bond of friendship 
and comradeship amongst our members although they are 
separated by wide distances, and to organize a professional 
body and opinion which will be potent factors in solving 
many of the present-day problems relating to Public Health 
and Sanitation. Such is the brief history of the growth and 
development of the organization of this Provincial Branch 
and the Conferences held during the past ten years. I am 
convinced that matters relating to public health and our 
profession’s interest can be dealt with not by isolated 
attempts on our part, but by a concerted action through an 
organized body of medical men who can enlighten and 
influence Government by advice and suggestions in matters 
relating to public health, sanitation and the like. We are 
passing through an era when an entirely new orientation 
of our work and efforts and our outlook towards public 
health problems is necessary. There is no more a Govern- 
ment which we called alien. We have our own countrymen 
administering affairs of the state, and if we convince them, 
both by our strength and by arguments about the reason- 
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ableness of our demands for reforms in matters concerning 
public health and sanitation, it should not be difficult to 
give effect to them. Therefore, Ladies and Gentlemen, it is 
of paramount importance now, more than ever before, to 
enlarge, consolidate and organize our Trovincial Branch in 
a disciplined manner. We have yet to bring into our fold 
our professional brothers from Ratnagiri and Kolaba districts, 
as also from East and West Khandesh. We must increase 
the membership of our branches to many times more than 
what it is. No town or a village containing five medical 
men should be allowed to remain outside the fold of our 
Branch. Worthy men from these branches can then be 
brought together into committees to deal with different 
problems of health and our professional well-being. Our 
strength and our considered opinions on matters relating 
to Public Health and Sanitation should be such as to 
induce Government to include members of our Branch on 
various Advisory Committees. We have thus much to 
achieve, and I hope this Conference will give a further 
lead to cur efforts. 

I now pass on to other problems that concern us. 


MEDICAL ADMINISTRATION AND PuBLIC HEALTH 


The most important problems concerning these are, to 
my mind : (1) economic, (2) preventive and (3) medical relief. 

(1) Economic conditions are so important that unless 
these are improved to a great extent, preventive measures 
and medical relief are bound to end in unsatisfactory re- 
sults. Two square meals a day—square from all points of 
view—must first be secured for every individual in the 
country. The Bhore Committee has very rightly laid great 
stress on this point. But it involves such diverse and 
gigantic efforts on the part of Government as also of the 
public that one would have felt absolutely helpless if our 
destinies were in the hands of an uninterested Government. 
Fortunately the Government is now ours, and although in 
the beginning there may be some confused thinking and 
action, yet I feel confident that within a few years whole- 
some and agreeable results can be achieved. The time 
when the primary need of two square meals per irdividual 
per’day can be fully satisfied, will not be far off if only we 
compose our communal and other differences and begin to 
shoulder the common burden with one purpose. Let us 
therefore hope and pray that our Government will realise 
the vital importance of two square meals in improving 
public health and will take steps to satisfy this primary 
necessity at a very early date. Once this necessity is satis- 
fied, a host of epidemics, if and when unfortunately they 
overtake us, can be better resisted and recovery assured to 
a greater extent. Besides food, clean and sufficient water 
supply assumes the same importance, and it is gratifying 
to note that our Provincial Government is not only quite 
alive to this problem, but has made a serious begirning to 
secure water supply in villages where it is scarce and addi- 
tional supply in cities where it is deficient. With the provi- 
sion of sufficient supply of food and water to every indi- 
vidual, the next question of preventive measures becomes 
comparatively less difficult, though not less important. 

The present economic condition of the people of the 
Province, however, is simply pitiable. Sir James Orr, a 
great authority on the subject, says that ‘‘the first step in 
the new world must be the abolition of poverty by feeding, 
clothing, and housing the people at large’’. To-day, how- 
ever, one finds that the people at large ure ill-fed, half- 
clothed and very badly housed in our province. It has 
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| become very difficult for a common man to understand the 


yagaries of rationing and controls as a whole. To him 
famine or war conditions meant not so much a scarcity of 
essential articles but a very high price required to secure 
them. The essential articles of food, viz., food-grains and 
cereals, are deteriorating in quality month by month and 
day by day. What food-grain is grown and is familiar to 
a common man is denied to him and a different variety, 
unfamiliar and even unknown, is offered for consumption! 
The quantity also is below the minimum standard required. 
Thus 2% seers of cereals per week per adult is found 
inadequate by a very large number of people. There 
is no assurance coming forth from Government that there 
would be no further cut in the ration. Whatever milk was 
sold out at concession rates to infants, children and ex- 
pectant mothers in big towns is discontinued. Fat in the 
form of good ghee is not easily obtained anywhere. The 
hydrogenated oil, or what is called vegetable ghee, for which 
naturally there is a great demand by force of circumstances, 
has been declared as non-nutritous or even harmful. An 
all-round effect on the nutrition of the people therefore is, 
in one word, malnutrition of the whole population of the 
province. This is indeed a serious matter and will not 
wait for a solution any longer. The common man does 
not understand the intricacies of administration and when 
the Provincial Government advances the plea that food, 
clothing and housing are Central subjects, he feels no 
consolation at all! He gets exasperated and does not feel 
interested in long range plans of post-war reconstruction. 
The first step our Provincial Government therefore should 
take is to bring food, sufficient for nutrition and quantity, 
clothing and housing within reasonable and easy reach of 
the common man. 


(2) Measures for the prevention of diseases and ill- 
heaith are bound to be in great demand till ideal economic 
conditions, such as feeding, clothing and housing the people 
at large, are secured and even afterwards. With all the 
care and attention that could be exercised over one’s daily 
activities, it is not possible to ward off diseases and ill- 
health for reasons which may not be properly understood 
or anticipated. So, preventive measures must be used 
and used promptly and efficiently to avert dreadful epide- 
mics and consequent ill-health or even loss of life. From 
time to time we have to face unwelcome visits to our towns 
of diseases like plague, cholera, small-pox, enteric, malaria 
and such other preventable diseases. The unhygienic and 
insanitary conditions of localities in towns and villages, 
the careless storage of food-stuffs and the already under- 
mined health and resisting power of the people, hold out 
a constant and cordial invitation to these diseases. No 
wonder therefore that once the disease enters a town it 
takes months and years to eradicate it and that too after 
it has perhaps taken a toll of hundreds of lives. It is 
surprising to find that authoritiés who are in charge of 
and are responsible for the sanitation of a town depend 
more upon preventive inoculations against these diseases 
than on strict supervision and maintenance of sanitary con- 
ditions of the locality. I feel constrained to mention here 
that in my own town of Poona the incidence of plague 
attacks, along with enteric fever and malaria, has become 
a usual feature of daily health report of the town. Instead 
of strengthening and tightening their efforts to keep the 
town clean or intensifying the campaign of rat destruction 
vigorously and effectively or of pursuing other sanitary 
measures of a permanent nature, the Municipality thought 
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it necessary to evoke aid from Government to enforce com~- 
pulsory inoculation of every citizen of the town to eradicate 
plague, as if it was the only obstacle or the remedy left 
to stop the ravages of plague. What I would like to say 
in this connection is that preventive inoculations and similar 
measures have their place, but they cannot be expected to 
achieve everything. It took nearly thirty years to bring 
plague under comparative control even after preventive 
inoculation measures had become popular. The havoc played 
by malaria is still not checked, even though distribution 
of quinine is carried out on a large scale and mosquito 
breeding successfully tackled with new methods. Not only 
it-is necessary to apply these measures over large areas, but 
their application involves a great expenditure, requiring the 
services of trained men. The Public Health Department 
of our Province may be doing what it can but more effort 
and greater expenditure is necessary to bring appreciable 
results. What is said above of plague and malaria can also 
be said of other diseases of a preventive nature. In all 
these diseases economic aud social conditions as also 
ignorance of the people play a major part. An ali round 
effort therefore in every direction to improve the economic 
and social conditions and to impart education by way of 
lectures, magic lantern slides, exhibition of cinema films, 
etc., is absolutely necessary. In this connection the activities 
of the Bombay Mofussil Maternity and Child Welfare 
Association are, no doubt, commendable, but their efforts 
fall too short of the requirements of the province. An 
organization cn similar lines must be founded in every 
Taluka town of the province which should do propaganda 
work the whole year round in all the villages of the 
Taluka. 


Tuberculosis is taking its toll mercilessly both in 
villages and towns. It can very easily be seen that poverty 
with its concomitants, namely starvation and overfecundity, 
forms the starting point of tuberculosis. I can go even 
so far as to say that incidence and spread of tuberculosis 
can be taken as the index of increasing poverty of the 
masses. Although prevention of diseases is concerned with 
various factors, still the medical profession can, by co- 
operation, help in a great measure to augment the effective- 
ness of Government effort. The medical profession must 
be regarded by Government and public bodies and the public 
as one which must be engaged not only in curative but in 
preventive work also. Here, I would not be far from truth 
in saying that Government and public bodies rarely make 
enough use of medical practitioners in affected localities 
for doing preventive work. They must invoke the aid of 
practitioners by supplying them liberally with different 
vaccines and sera and should also pay them for the work 
they do when epidemics threaten to invade their respective 
localities. If a branch of our Association is existing in or 
near an affected locality, it must be immediately contacted 
and its co-operation sought—co-operation which, I am sure, 
will ungrudgingly be given. Thus a greater effort will be 
forthcoming in preventing the outbreak of an epidemic or 
in bringing its spread under control. Uptil now I find 
that Government as also public bodies depend entirely on 
their staff for this work, which is, in my opinion too in- 
sufficient to cope with the work. 

(3) Coming to medical relief given to the public by 
Government institutions, local bodies and private medical 
practitioners, there appears to be a large field for extension 
and improvement. All the sick are not able to take 
advantage of any one of these and quite a large number 



















































































goes unattended or untreated. The hospitals in big cities 
are no doubt well attended but that is due to the equip- 
ment and the expert staff appointed there. But the numbers 
attending these big hospitals mostly located in big cities 
like Bombay, Poona, Ahmedabad, etc., are so great that 
when one sees their actual working, there appears to be 
more confusicn and disappointment than orderly and careful 
attention to the patient’s needs. It looks as if the equip- 
ment and the staff are not proportionate to the demand 
for the same. The smaller hospitals have neither the 
equipment nor the expert staff, nor even sufficient drugs, 
with the result that some of them mainly serve the purpose 
of medico-legal work only. This should not be so. The 
equipment as also the staff and the drugs and medicines 
inust be adequate and in sufficient quantity in every hospital, 
big or simall. They can then be of real use to the public. 
Drugs or injections prescribed by the doctors in the hospitals 
should not be required to be bought by the patients them- 
selves. The ground space occupied by hospitals is compara- 
tively so small that there is no room for patient’s relatives 
to wait or to rest for atime. As a result of this, one sees the 
hospital compound and garden (if there be any) crowded with 
anxious relatives and friends of the patient. There is no 
special room reserved for dining and the sight of patients 
taking their food anywhere in the ward or narrow verandah 
is most unpleasing. The method of cooking and serving 
the food is also repulsive. There is no standardised forma- 
lae for kitchen and no menus suitable for different diseases 
are devised. Milk or tea that is supplied is simply an 
apology for the reai thing. A proper and strict super- 
vision over these matters is necessary, the importance of 
which is none too little. The money spent over food and 
drugs should be well spent. If all this is done—and it is 
necessary to do so—then alone hospitals will be. looked 
upon by the public without any dread or fear and will 
become a real utility and blessing to the public. The 
hospital menial staff who contribute so much to comforts 
of the patients should be well paid, should have better 
quarters and must be strictly supervised, as they are known 
to harass patients in various ways. It is most essential 
on the part of hospital authorities, doctors in charge and 
nurses in attendance to create a psychological feeling in 
the minds of patients that they are well attended te and 
cared for as long as they are in the hospitals. If all this 
happens private practitioners will not find it difficult to 
induce patients to take advantage of the hospital facilities, 
under certain circumstances. It happens many times, 
perhaps almost every day, that private practitioners are 
required to recommend patients to take hospital treat- 
ment because the hospital provides equipment, nursing 
and other facilities required for the proper treatment of 
the patient’s disease. The doctors who do so should 
receive friendly and cordial treatment at the hands of the 
hospital authorities. There should exist a feeling of co- 
operation on the part of both the hospital authorities and 
the private practitioners. The private practitioners should 
have an easy access to the X-ray Department and Clinical 
Laboratofy of Government hospitals and facilities of these 
departments should be willingly given on payment of 
moderate fees. This is very necessary from the point of 
view of adequate treatment of patients in general, even 
if it entails on Government and local bodies extra ex- 
penditure on equipment and staff. It is often found that 
private practitioners, who cannot naturally afford to spend 
on X-ray units or Laboratory establishments, feel stranded 
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in their clinical diagnosis for want of corroboration fron 
these special methods of guidance and confirmation. If 


the latter could be secured with promptness and at 
moderate cost, they can certainly carry on the treat:nent of 
their patients efficiently and with confidence. Government 
and public bodies, like Municipalities and District Local 
Boards, should therefore maintain these two departments 
and make them easily accessible for public use. The 
capital expenditure on these cstablishments wiil no doubt 
have to be incurred by the authority concerned, but the 
running cost can be met by adequate fees, as a very large 
number of patients will take advantage of these facilities. 


The question of appointing Honoraries on Hospital staff 
is criticised both favourably and unfavourably for reasons 
which appear to be equally weighty. In making these 
appointments, it appears, too much emphasis is being laid, 
at present, on academic qualifications alone, which are ro 
doubt important but are not conclusive. Long experience 
in the profession and a high sense of duty are essential 
factors, which prove greatly beneficial to the patients even 
if the academic qualifications are of ordinary standard. 
Many senior members of our profession with ordinary 
University qualifications deserve these appointments by 
virtue of their long standing experience and a high sense 
of duty and their services should not be lost only because 
they do not possess high academic qualifications. A choice 
therefore should be based on all these factors. 


It is a well-known fact that the supply of medical relief 
falls extremely short of the demand for it. Government 
have therefore instituted a system which is called a ‘sub- 
sidised scheme’ for this purpose and have appointed 296 
doctors out of whom 93 are allopathic, 192 vaidyas and 11 
hakims in different parts of the province. In making 
appointments of subsidised dcctors the wishes of the people 
in respect of the system of medicine they prefer were taken 
into account. People in viilages have begun to appreciate 
medical treatment on modern scientific lines and have shown 
readiness to avail themselves of it whenever it is within 
their reach and capacity. That a large number of curable 
cases die for want of proper medical help in villages is a 
common occurrence. A net-work of rural dispensaries and 
cottage Hospitals are being established, catering to the 
medical needs of the village population within a certain 
radius depending on the density of population in that area. 
Mobile Dispensaries rendering medical help of ‘First-Aid’ 
nature are also a part of the programme. The question, 
however, remains whether the aid thus made available is 
really on sound and scientific lines with properly trained 
medical men or it is based on the principle ‘‘something is 
better than nothing” and is calculated to serve the interim 
period. There is no doubt, however, that this great problem 
is being tackled sympathetically and in a practical way, and 
the efforts done so far deserve to be appreciated. It is no 
use denying the fact that most of us choose to settle down 
in urban areas and until this tendency is diminished the 
methods adopted by the Government for the benefit of 
the rural population cannot be unfavourably criticised. 


TUBERCULOSIS AND LEPROSY 


The enormous number of patients suffering from T.B. 
and Leprosy raises a great problem which the Government 
have urgently to attend to. The contagious or infectious 
nature of these diseases, coupled with their wide-spread 
incidence, make the question a very serious one. An 
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Government, I understand, have appointed an officer to 
make a T.B. survey of the province. What steps Govern- 
ment would take after the survey is completed is to be 
seen. It is, however, pretty clear to all of us from the 
experience that we have of the wide spread nature of these 
diseases, that unless at least one sanatorium for every dis- 
trict in the province with an accommodation of at least 300 
to 500 patients is established, no appreciable relief can be 
obtained. This is a great problem requiring enormous 
expenditure on qualified atid adequate staff and on up-to- 
date and complete equipment, but its urgency fully justifies 
this expenditure. The same is true of leprosy which has 
victimised thousands in the province. Their case deserves 
kindness and sympathy. Social contact or even the very 
sight of them is locked upon by the public with abhorrence. 
It is not believed by the public that many of these lepers 
may not be carrying the infection to others and that they 
can be allowed to stay amongst the population if only they 
could be kept under observation and treatment. In this 
connection also Government propose to appoint an officer 
to make a survey of leprosy in the province and to suggest 
means of bringing lepers into leper colonies. There was a 
proposal to establish, at an early date, three or four leper 
colonies with 1000 lepers in each of them. In these colonies 
not only food and treatment would be provided but there 
would be facilities to keep the lepers occupied in useful 
pursuits. These three or four colonies can only touch the 
fringe of the problem though they certainly mark an 
advance in the right direction. I learn that Ditchpally 
Leper Colony is a model. If so, it can be profitably imitated. 
It is said that once a leper enters this colony he does not 
think of leaving it, as all facilities and comforts including 
recreation and useful occupation are provided for him, so 
that he can stay there with dignity and self-respect. If, 
however, he leaves the colony without permission, he is not 
allowed to re-enter which event has worked very success- 
fully in retaining the lepers in the coleny. Colonies on 
similar lines, as many as are necessaty, must therefore be 
established as funds permit, and a beginning has to be 
made without delay. Sanatoria and leper colonies mean an 
expenditure amounting to several lakhs. In this connec- 
tion may it not be possible and even wortlh-while to take 
legislative action whereby charitable trusts and huge funds 
allocated’ to various temples might be utiiised for this 
purpose? It is in such matters that re-crientation of our 
ideas and time-worn customs is required to solve the prob- 
lem affecting the whole population of the province. It may 
involve a bold and firm attitude on the part of Government, 
but it would certainly be in the best interest of the public. 


MENTAL HOSPITALS 

This is one more probiem where inadequacy of accom- 
modation and staff requires suitable steps to be taken by 
Government. I learn that Thana and Yerwada Mental 
Hospitals are both being extended, and it is to be seen if 
the extension proves sufficient for the needs. In this con- 
nection the procedure for admitting a case to the Mental 
Hospital requires some modification, so that admission may 
not become unnecessarily difficult. One of the two doctors 
who are required to certify the case as being fit for admis- 
sion, has necessarily to be a Government servant of the 
status of a Medical Officer. He can conveniently be substi- 
tuted by a senior medical practitioner in the town, of over 
15 years standing. This will serve the same purpose with- 
out putting the public to unnecessary inconvenience. 
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UNIVERSITY EDUCATION 


The important question of higher medical education is 
closely allied with advanced and specialised treatment of 
deseases. It is high time now that Government should take 
up without further delay the work of decentralising the 
Bombay University which, by its bulk, has become an un- 
wieldy, inefficient and, I may say, an unprogressive body. 
It can no longer bear the strain of serving the interests of 
the whole of the province. The Jayakar Committee has 
gone fully into the question, and its recommendations are 
before the Government. There should ai least be three 
more universities started on linguistic basis—one each for 
Maharashtra, Karnatak and Gujarat. Thus there will be 
in all four universities in the province and each of them 
should be allowed fuli scope to institute faculties of arts, 
science, medicine, engineering, law, and even nursing, etc. 
Such a University should be autonomous as far as possible. 
It can choose its own medium of instruction—vernacular or 
otherwise. The difficulties in the way of adopting vernacular 
as the medium of instruction existing at present will have 
to be met by the sponsors of these media. The Govern- 
ment, however, must insist upon a uniform academic 
standard in every branch. ‘The University may organize 
itself into either an examining body for its member colleges 
or into a teaching institution, if it so chooses. Courses and 
standards should be so arranged that reciprocal recognition 
could be given to qualifying examinations and degrees of 
different universities. It is strongly hoped that these uni- 
versities will then have a healthy competition and would 
advance learning in general. Research facilities will have 
to be provided for students keen on this type of work. 
The universities must also encourage research by providing 
scholarships to capable and ambitious young inen prepared 
to devote themselves to a career of scientific investigation. 


THE Drucs Act 

The Drugs Act which was passed by the Central Legis- 
lature in 1940 is not yet put into force. The Indian public, 
uneducated and gullible as it is, is being regularly exploited 
by foreign and indigenous companies, advertising for sale 
all sorts of fantastic remedies for various ills. The Act 
seeks to control the import of drugs from abroad and their 
manufacture in India and aiso requires the registration of 
indigenous patent medicines. Why this Act is not yet put 
into for¢e is not understood, although its urgency is very 
great. A Central Drugs Laboratory as also Provincial 
Laboratories should be set up by the respective Health 
Departments with a view to examining the quality and 
accuracy of the drugs manufactured in India. At least 
three or four such laboratories for our province are neces- 
sary in view of the manufacture of several spurious drugs, 
medicines and numerous products put on the market. At 
present there exists a large waste of money and organised 
cheating on a big scale and it requires to be stopped as 
early and as effectively as possible in the way suggested 
above. No drags, medicines or remedies advocated tc cure 
diseases and ailments should be permitted to be sold 
unless certified after being tested in these laboratories. 


MEDICAL INSTRUCTION 
After an agitation extending over several] years, thanks 
to Government, the system of imparting medical education 
to two separate classes of medical men—the graduates and 
the licentiates and resulting in respective superiority and 
inferiority complexes and fostering class dissension in our 
profession, has been done away with only since last year. 
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But although Government have apparently accepted the 
principle of establishing one uniform standard of medical 
education in western medicine, they do not seem to have 
got rid of the idea of maintaining two or three classes of 
doctors, namely, allopathic doctors, vaidyas and hakims. 
This means again a perpetuation of class differences and 
dissensions in our profession. By an Act, called the Medical 
Practitioners’ Act of 1938, under which recognition is ex- 
tended to the Ayurvedic and Unani systems of medicine, 
Government have tried to eliminate quackery to some 
extent from the profession. These systems are in vogue 
in India for centuries and have been holding their own in 
spite of complete absence of state patronage upto now. 
These systems have had their days. That they could not 
have been purely empirical but must have been based on 
some scientific truths arrived at after scientific experiments 
and research is also probable. It will be wrong in my 
opinion to criticise Government adversely at this stage for 
instituting the 1938 Act. If the ultimate object of this Act 
is to introduce gradually and by stages the different subjects 
taught in the western medicine into the curriculum for 
Vaidyas and Hakims after raising their standard of admis- 
sion to the present level of the entrants to the M.B.B.S. 
course and allow them to retain only that which will prove 
to be the best, satisfying all the modern, critical tests, 
then I should say that the move is in the proper direction. 
If and when such a stage is reached, Government may very 
likely think of amalgamating or assimilating all that is 
best in the different systems into one system. 


Considering the paucity of doctors, the present number 
of medical colleges is inadequate. About 350 candidates 
are admitted at present every year into all the medical 
colleges in the province taken together. Abcut 200 more 
students at least should receive admission every year to 
the medical course. This necessitates the starting of at 
least two more medical colleges in our province with 
enough residential accommodation for all students. The 
existing Medical Colleges in Bombay do not fully satisfy 
this need, thereby causing great dissatisfaction, hardships 
and loss of time. The women-students whose number in 
these colleges is not negligible any longer, are left to them- 
selves to find boarding and residential accommodation any- 
where they can, which puts them to great disadvantage and 
inconvenience. This state of affairs is most deplorable. 
The Bombay University must insist upon this provision 
being made by the Medical Colleges for reasons which 
require no explanation. Governinent should find out if a 
college for Karnatak could be opened either at Sholapur, 
Belgaum or Dharwar where hospitals with necessary beds 
are already in existence. It is also worth considering if 
pre-clinical subjects (Anatomy, Physiology, etc.) could be 
studied in colleges which have fully developed science 
courses. Government should give liberal grants if any of 
the private colleges wishes to train students in these pre- 
clinical subjects. Private hospitals with 300 beds or more 
which run all the medical departments should also be 
recognised for teaching clinical subjects. I think there are 
at least two or three such hospitals in the Province which 
can develop themselves into teaching centres, if Govern- 
ment agrees upon and adopts such a policy. In this way 
the question of imparting medical education to a larger 
number of students can be solved to an appreciable extent. 

We have several times made suggestions regarding the 
conduct of examinations, by different resolutions passed at 
the previous Conferences. The University of Bombay has 
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appointed a Committee to go into the question of medical 
examinations and make recommendations with a view to 
obtain better results. Let us hope that the Committee will 
adopt most, if not all, of our suggestions. 


NURSING EDUCATION 

The education of Nurses, Midwives and Health Visitors, 
is as important as that of the Doctors. Most of the young 
women wlio are required to take up some profession for 
supporting themselves and their dependants .choose a 
teacher’s profession. The demand for women teachers is 
also great and the course involves less onerous duties. 
Hence the number of candidates desirous of taking the 
Nursing Course is not large enough to cope with the 
requirements, although the prospects for them are more 
attractive than those for the teachers. A large number can 
be attracted to the course if more facilities and centres for 
training are provided and the life of a probationer under 
training is made mcre comfortable. The condition of pos- 
sessing some knowledge of Inglish (A. V. III Standard) 
will not be necessary if the instructions and examinations 
are conducted in vernacular languages. This is done at 
present no doubt, but the records, instructions and reports 
of hospital patients are kept in English and hence some 
knowledge of English is necessarily required. 

Nursing is essentially a practical profession and the 
doctor and the patient both require the assistance of a 
nurse who has initiative, imagination, sympathy, courage 
and sufficient skil! to carry out instructions. Many women 
who have these qualities fail in examination because they 
cannot write a purely scientific paper. If Bombay Nurses 
Council will relax their strict demands and also recognise 
the small district hospitals, private nursing homes and 
maternity hospitals (when well equipped and adequately 
staffed) as training schools for women, they are likely to 
obtain a larger number of recruits who much prefer to live 
at home while undergoing training. The standard of ex- 
aminations also needs to be revised. The age of admission 
to the course can be reduced to 17: for the full course 
instead of 18 as at present. The preliminary qualification 
of the candidate should be Vernacular Final and knowledge 
of English should not be necessary. The probationers are 
required to do a lot of domestic service in wards which is, 
in my opinion, a waste of time. That service is essential 
no doubt, but it should be got done by other servants and 
not by probationers. Lectures and demonstrations should 
have separate days reserved for them. ‘They should not be 
given at the end of an exhausting day or night on duty 
when the probationers are mentally and physically too tired 
to take any interest in them. These are, however, matters 
of details and I do not think that it is necessary to go 
further into them on this occasion. 

Ladies and Gentlemen, what I have said above on 
different matters relating to our profession does not exhaust 
all questions. I have touched only a few. Before con- 
cluding, please allow me to thank you once again for the 
patience with which you have listened to my address. As 
I said in the beginning I feel a deep sense of gratitude for 
the honour you have done me. I will always remember this 
occasion with fond memories of affection and thankfulness 
to you all. I thank you. 

* tk 


* * 
Resolutions passed at the IX Maharashtra and Karnatak 
Medical Conference, Belgaum, 1947: 
1. This Conference records its deep sorrow at the sad 
death of the following members of the profession who 
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contributed greatly in the development of the Maharashtra 
and Karnatak Provincial Branch, Indian Medical Associa- 
tion. 

(i) Dr. V. V. Hudli of Belgaum. 

(ii) Dr. V. B. Kale of Poona. 


2. This Conference condemns the dastardly attack on 
Dr. Sengupta of Calcutta while he was attending to his 
patients, leading to his death. 


3. This Conference reiterates the recommendation of 
the Bhore Committee that a minimum of 15% of all Gov- 
ernment Revenues should be earmarked for Public Health 
activities. In view of the appalling health conditions, such 
a statutory obligation will enable the authorities to under- 
take long-range schemes for betterment of Public Health. 


4. This Conference after mature consideration and 
observation strongly recommends to Government to estab- 
lish one or more Drug and Food Testing Laboratories in 
the Province to prevent effectively dumping on the market 
of innumerable spurious drugs and adulterated food articles 
causing waste of money and harm to the population. 


5. In view of the fact that the Indigenous systems of 
medicines have been officially adopted by the Government 
for the last ten years—both for teaching and for medical 
relief, it is the opinion of this Conference that time has 
come to assess the results of the same. 


With this purpose in view the Conference recommends 
that the Committees appointed by the Central and Pro- 
vincial Governments be requested to assess the results so 
far achieved and to give their opinion as to whether it is 
worth while, practicable and desirable in the public interest 
to continue adoption of the indigenous system as a pro- 
gressive science for medical education. 


6. In view of the difficulty which is often felt in the 
Mofussil places to secure, vaccines and sera, this Con- 
ference recommends to Government to establish state-owned 
Drug Depot in each district town with sufficient stock of 
such material. 

7. This Conference feels dissatisfied at the insufficient 
numbers of trained nurses, midwives and health visitors, 
and urges upon Government to revise, remodel and recon- 
struct courses of education and standards of admission to 
the Nursing Course, so that a large number of women may 
be attracted to the profession to render nursing help to 
the general population. This Conference further requests 
Government to revise the constitution of the Bombay 
Nursing Council. 

8. This Conference is of opinion that in view of the 
importance of Public Health in the post-war reconstruction 
plan, the portfolio of Public Health be the sole charge of 
the Minister of Health who should not be burdened with 
the responsibilities of other departments, so that he can 
devote his whole attention to the most pressing problems 
of Public Health. 

9. This Conference requests the Government of 
Bombay to give adequate representation to the Indian 
Medical Association on all Provincial, District and Local 
Advisory Bodies appointed to advise the authorities on 
matters such as rationing, food-distribution, Rural Develop- 
ment, etc.. This Conference assures the Government that 
such representation to the Indian Medical Association, will 
go a long way in helping the committees to give proper 
advise on the one hand and acquainting the public on these 
matters on the other. 
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10. ‘The new scheme (#) raising the pre-training quali- 
fications of a compounder to that of Matriculation, (ii) res- 
tricting the training centres to three places, viz., Bombay, 
Poona and Ahmedabad and (iii) making the course of train- 
ing last for six months, has produced a great dearth of com- 
pounders and is causing great inconvenience to the medical 
institutions and practitioners. 

The Conference therefore suggests to the Government 
that training of the compounders be modified as under :— 

(1) Reducing the pre-training qualifications to the A. 
V. 3rd Standard. 

(2) Training be allowed in all the Hospitals with not 
less than 30 beds or with private practitioners of 
not less than 10 years standing. 

(3) Examination be taken every six months by the 
Board of two Doctors—one attached to the Train- 
ing Hospitals and the other as nominated by the 
Local Branch of the Indian Medical Association. 


11. This conference, while appreciating the anxiety of 
the Central and Provincial Governments, to increase the 
number of specialists in various branches of medicine by 
giving liberal scholarship to selected graduates for prose- 
cuting studies in England, would press on both Governnients, 
their considered view that the right policy, in the interest 
of aspiring students, and of the development of medical 
relief, is to raise special clinics under the control of Provin- 
cial Governments where specialists from foreign countries 
should be engaged on 20 years service; the conference feels 
that an incomparably large number of specialists can be 
turned out and at a smaller cost to Government. 

12. This Conference urges upon Government of Bombay 
the necessity of establishing a Medical College in the 
Karnatak at a suitable centre, at a very early date. 

13. In view of the occasional reports in the news- 
papers and references in the speeches of ministers deli- 
vered in their tours. This Conference considers it necessary 
to impress on Government to undertake schemes of Medical 
Relief in a systematic manner and to carry out fully, the 
scheme of Medical Relief, prepared in detail by the special 
committee of the I. M. A., Bombay, Maharashtra, Karnatak 
and Gujarat Provincial Branches, and to establish a Provin- 
cial Health Ministry and Health Board as outlined by the 
Bhore Committee. 

14. (1) This Conference resolves that (i) the existing 
S. M. S. cadres in the Medical and Public Health depart- 
ments be abolished forthwith and that (ii) there should be 
one Composite Medical Service, wherein all the existing 
officers of the S. M. S. including temporary ones be absorbed 
on the basis of 50% service antedate (iii) recruitment to this 
service in future for fresh entrants should be on the lines of 
the Public Service Commission from all Medical Practitioners 
registered under the 1912 Act and (iv) similar Medical ser- 
vices in the Railways, States, Local bodies and under other 
authorities should also be reformed on the above lines. 

15. Resolved that the Government should be requested 
to lay down a definite policy regarding the future of the 
present temporary S. M. S. Officers. 

16. This Conference requests the University of Bombay, 
to throw open its post-graduate medical diplomas except 
M. D. and M. S. to all persons registered with the Bombay 
Medical Council. 

17. This Conference places on record its thanks to the 
Belgaum Branch, I.M.A. for making arrangements to hold 
this 9th session of the Conference at Belgaum. 
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CORRESPONDENCE 


The Editor is not responsible for any views 
expressed by contributors 


VAGARIES OF LABORATORY ANALYSES 


Sir,—I have had my faith in laboratories completely 
shaken since an experience I have had recently. 

I sent the blood one of my patients, whom I will call 
“A, M.” to the Government Laboratory for examination for 
W.R. and G.C.F.T: The report was returned W. R. Positive, 
G.C.F.T. Positive. The clinical findings did not entirely 
agree with this report and as the Government Laboratories 
do not do the Kahn Tests 3 days later, I sent the blood 
of “A. M.” and her husband “B. M.” to another laboratory 
and the report that was 1eturned from this laboratory was : 


W.R. Kahn G.C.F.1. 
A.M. ..« Negative Negative Negative 
B.M. .. Negative Negative Negative 


The two reports were so contradictory that I decided 
it would be advisable to have both laboratories repeat the 
tests, and for the sake of investigation I sent the specimen 
of blood to a third laboratory as well. Specimens were 
taken at the same time and put into separate containers. 


The reports returned were as follows :— 
Government Laboratory :— 
W.R. G.C.F.T. 


A.M. —— + 
B.M. = Doubtful 
2nd Laboratory :— 
W.R. Kahn G.C.F.T 
A.M. we oo - ~ 
B.M. oye - _ 
3rd Laboratory :— 
W.R. Kahn G.c.F.1 
A.M. ne - - 
B.M. wo - + 


On enquiry, all three laboratories said they used titrated 
controls, standard antigen and pooled serum—the materials 
used by the Government Serological Laboratory comes from 
Government Laboratory, Kasauli and the other laboratories 
prepare their own, and they assure me these are stan- 
dardised. 

I understand my experience is not unusual, and seve- 
ral people have had similar experiences—though I am not 
a pathologist, it is clear to me that there is something 
wrong somewhere, when blood taken at the same time and 
sent to three laboratories should give entirely different 
results, quite apart from the clinical interpretation. 

A clinician goes to a pathologist for help when clinical 
findings are inconclusive—naturally when pathological re- 
ports do not agree with clinical findings, we disregard 
them—but if pathological reports vary so much, clinicians 
will be compelled to do without such a valuable means to 
aid diagnosis—which means a retrogression of several 
decades. 

I have put this problem before several people without 
anything constructive resulting. Have we no central autho- 
rity who can insist on standardisation? 

The patients who were the victims in this case were 
foreigners and have left this country with a very poor 
opinion of our laboratories. I am writing this letter to 
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you in the hope that you would put the matter before the 
Indian Medical Association with a view to stimulating some 
constructive action in the matter. 


I am etc. 
Calcutta, HANNAH EKAIREB, M.B. (Cal.), 
21-3-47 Reg. No. 12324, 


ABOLITION OF MEDICAL SCHOOLS 


Sir,—I have read with much interest the article ‘‘Aboli- 
tion of Medical Schools” by Dr. Aziz in October 1946 
of J. I. M. A. Rightly he said that ‘‘The medi 
tiates have been the backbone of medical professic: 


country’. Medical aid in rural areas of India whier 

of the population of the country live, are given } ae 
licentiates mostly and it is this part of the country where 
doctors do not usually come eagerly—for many-fold diffi- 


culties and ridiculously small earnings in comparison with 
their hard labour. It is always a good and commendable 
idea that medical education in India should be unified 
and graduateship should be the minimum qualification. But 
as Dr. Aziz said ‘‘efficiency as we all kuow do not go by 
degree’. The existing licentiates should be sympatheti- 
cally treated and given a patient hearing. As regards 
their claims there is no divergence of opinion that the 
sense of inferiority complex between licentiates, graduates 
and others should not be allowed to remiain any longer. 
If the licentiates are despised then the foreign higher 
degree holders may aiso treat our graduates, M.D., M.O. 
and M.S.’s similarly. But we all know our Indian higher 
degrees are not the least inferior. Once cry was raised that 
for selection to services holders of higher Indian degree 
should be similarly treated as holders of higher foreign 
degrees. For the good of the country our Nation should 
also respect our higher Indian degrees to be as honourable 
as the foreign ones and it is only for specialisation, research 
or taking some refresher course in training that our jewels 
only should be allowed to go outside India for higher 
study. 


While abolishing licentiateship course the existing 
licentiates should be given a fair chance of taking their 
M.B. or M.B.B.S. degrees without any restriction whatsoever 
within the shortest possible time and at minimum cost. 
As most of the licentiates practise in rural areas and are, 
for obvious reasons, out of touch with the theoretical side 
of medical education they should preferably be examined on 
oral and clinical basis liberally and most sympathetically. 
All the existing medical services should be thrown open 
to every section of medical profession irrespective of degrec 
(excepting in training institutions and where highly spe- 
cialised ones are essential) only the efficiency and experience 
being taken into account. If necessary competitive exami- 
nations should be taken. The present scale of pay should 
be revised and at least any considerable and great differ- 
ence should be done away with. It is the just claim of the 
licentiates that they should be fairly treated and any pro- 
pesed change concerning them should be done in consul- 
tation with the licentiates—of both the All-India Licen- 
tiates Association and the I. M. A. 


I aim ete. 


BRINDABAN CHANDRA SABA, L.M.F. 
Arani, Dt. Rajshahi, 
29-5-47, 
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